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"SCANLAN MORRIS CO. — 
mA 


“White Line” Obstetric Bed and Operating Table 


Chicago, Illinois, 


January 28, 1922. 


Scanlan-Morris Company, 


Madison, Wisconsin. 


Gentlemen: 
We ere well pleased with your A1150 “White Line” Obstetric Bed and Table, and would recommend 


it to every hospital. It is a great benefit to the patients. 


Sisters of St. Elizabeth Hospital, 
(Sister M. Cordula) Superior. 


Write for Bulletin “M’’—Maternity Equipment. 


SCANLAN- Morris ComPpANy 


Manufacturers of the ‘White Line” Hospital Furniture—Sterilizing Apparatus 


MADISON : WISCONSIN 


(Chicago Office: 41] Garland Building) 
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Is the Term “Staff” a Modern Day Misnomer? 


Rev. M. P. Bourke, A. M., Chaplain at St. Joseph’s Sanitarium, Ann Arbor, Michigan, and Director of the 


Catholic Hospitals for the Diocese of Detroit 


zation in the Small Hospital.” What I have to say 

- on the subject, however, pertains as much to the 
large institution as to the small one. On March Ist, 
1918, the American College of Surgeons forwarded to 
the Hospitals of the United States and to the Fellows of 
the College its now famous plan for a minimum stand- 
ard. Part of this plan had, of necessity, special refer- 
ence to hospital staffs. It was in my judgment the most 
comprehensive, and at the same time, the most practical 
and reasonable plan ever suggested for hospital better- 
ment. Many of us disagreed, and I think rightly so too, 
with some of its provisions. I for one thought that in 
some of its features it stressed the material to the detri- 
ment and, in some measure, the complete obliteration of 
the Spiritual. But I know that, in giving it out, the 
Committee was obliged to have in mind conditions I 
could not foresee, and I think I had the good sense to 
know that nothing human can ever be either, ideal or 
I have often wondered if full credit will ever 
was respon- 


I AM asked to discuss the subject of “Staff Organi- 


complete. 
be given to the man who, above all others, 
sible for the almost universal adoption of this standard, 
John G. Bowman, the present scholarly and capable 
Chancellor of the University of Pittsburgh. 


Let me quote from the bulletin of the College (Vol. 
IV. No. 4) a few of the provisions of this standard be- 
fore I address myself to the specific theme of this morn- 
ing. The minimum standard is thus summarized in 
this publication: “1. That physicians and surgeons 
privileged to practice in the hospital be organized as a 
definite group or staff. Such organization has nothing 
to do with the question as to whether the hospital is 
“open” or “closed”; nor need it affect the various exist- 
ing ry of staff organization. The word staff is here 
defined as the group of doctors who practice in the hos- 
pital inclusive of all groups such as the “regular staff”, 
the “visiting staff’, and the “associate staff’. 


Read st the Annual Meeting of the Michigan Hospital Asso-. 
ciation, Flint, Michigan, January 19,1922. 
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2. ‘That membership upon the staft be restricted to 
physicians and surgeons who are (a) competent in their 
respective fields, and (b) worthy in character and in 
matters of professional ethics; that in this latter con- 
nection the practice of the division of fees, under any 
guise whatever, be prohibited. 

3. That the staff initiate and, with the approval 
of the governing board of the hospital, adopt rules, re- 
gulations, and policies governing the professional work 
of the hospital ; that these rules, regulations and policies 
specifically provide; (a) That staff meetings be held at 
least once each month. (In large hospitals the depart- 
ments may choose to meet separately.) (b) That the 
staff review and analyze at regular intervals the clinical! 
experience of the staff in the various departments of the 
hospital, such as medicine, surgery and obstetrics; the 
clinical records of patients, free and pay, to be the basis 
for such reviews and analyses. 

4. That accurate and complete case 
written for all patients and filed in an accessible manner 
in the hospital, a complete case record being one, except 
in an emergency, which includes the personal history; 
the physical examination with clinical, pathological, and 
X-Ray findings when indicated; the working diagnosis, 
the treatment, medical and surgical; the medical pro- 
cress; the condition on discharge, with final diagnosis; 
and, in case of death, the autopsy findings when avail- 


records be 


able. 

5. That clinical laboratory facilities be available 
for the study, diagnosis, and treatment of patients, these 
facilities to include at least chemical, bacteriological, 
serological, histological, radiographic, and fluoroscopic 
service in charge of trained technicians.” 

Now let me ask, with this for a reasonable stand- 
ard, how many real hospital staffs are there in existence 
in the United States today? I think I can say without 
fear of contradiction that there are not half a dozen 
hospital staffs in America, in the real meaning of this 
term. The unfortunate mental attitude of the average 
doctor leads him to the conclusion that a hospital owes 

















88 HOSPITAL 


him everything, and that he has very few correspond- 
ing obligations to the hospital. That is a broad state- 
ment. Upon what do I predicate it? Starting with the 
undisputed acknowledgment that the first and the real 
objective of a hospital is the good of the individual 
patient, to what conclusions are we led? 

First: A patient coming to a hospital is the ex- 
clusive charge of no one man. If he.is, then the term 
“Staff’ is a ridiculous misnomer. Now by that I mean 
that every patient has a right in justice to the best that 
the hospital can give. If his attending physician feels 
that he can be more competently attended by some other 
member of the hospital group, then why should he be 
denied this advantage? If the attending physician feels 
that there are features of a patient’s case that call for 
other expert advice and attention, why should the 
patient be denied this advantage? 

You may tell me that this: practice of referring 
cases is impractical. I tell you that it has proven emin- 
ently practical in the few places where it has been fairly 
tried. And the doctors are none the worse for their fair- 
ness, because reciprocal exchange about equalizes mat- 
ters between them. What is a staff after all if you do 
not develop group service? It is just a list of doctors 
accorded the courtesy of practicing in the same house. 
There is no coordination ; no mutual cooperation for the 
benefit of all the patients; nothing but individual effort 
with merely nominal centralization. Outside of the fac- 
ilities offered by a well conducted hospital, the patient 
is no better served in a medical way than if he had been 
attended in his own home. And this is not my idea of 
efficient staff organization. 

Now mark you, I do not maintain that a doctor 
must relinquish all claim to his patients when they enter 
the portals of an institution of whose staff he is a mem- 
ber, but I do maintain that he must have always in mind 
the greatest good of the sufferer; and that he should be 
prepared in justice to see to it that this right of the 
patient is respected, even though at times it may result 
in some financial loss to himself. He is not going to 
lose his practice in that way. He is going rather to 
obtain increased respect for himself, and no one will 
take advantage of his fairness to deprive him of his 
practice but an unprofessional ingrate—and there is no 
room on any decent staff for practitioners of that type. 

Second: One of the requirements of the minimum 
standard as outlined is a monthly staff meeting to be 
attended by every man practicing in the hospital. This 
can mean everything, or it can, and usually does, mean 
nothing. A review and analysis of the clinical exper- 
ience of a staff is invaluable if rightly conducted. Deaths 
and unimproved cases can be discussed ; laboratory find- 
ings presented; the result of autopsies shown; symp- 
toms reviewed. If however this discussion is to take 
the form of a mere routine recital of procedures and 
findings without honest criticism; or if the staff mem- 
hers are so delicately considerate of the feelings of each 
other that they are afraid to honestly air their views of 
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methods, diagnoses, and treatments, then the whole af- 
A modern day staff 
And it loses 


fair is a monumental burlesque. 
meeting is a consultation on a larger scale. 
the benefit of this feature if its members are too thin- 
skinned to speak their honest convictions. Why should 
I, as a member of a staff, sit silently by listening to a 
fellow practitioner’s narrative, when I am positive he is 
omitting symptoms (honestly of course,) that change 
the entire nature of the case under discussion? Why 
should I not inquire as to manifest departures in treat- 
ment from the conventional and the well approved? 
Why should I not make inquiries as to a failure to adopt 
new methods, late scientific findings, up-to-date ap- 
pliances? And yet I am talking to a group of hospital 
executives, and it would be interesting to know how 
many of vour staffs actually do put these expedients in- 
to practice. No one’s feelings should be hurt by honest 
criticism; the young especially will be benefited; and 
the clash of exchanging thought will give birth to new 
ideas that will put your institution on the map. 

Third—I often ask myself if the ordinary staff 
really exercises fair judgment in the selection of a chief. 
Years alone is no test. Experience is an aid, but it is the 
combination of both, in conjunction with real ability, 
that points the ideal. At times I wonder if my notions 
of a Chief-of-staff are fully orthodox. I do not believe 
this office is an ornament, a reward for years of service, 
or a sinecure. A man need not be picturesque to ful- 
fill its duties well, but he must be competent and honest 
and respected by his colleagues. He should be a chief 
in truth. He should be capable of supervising the work 
of the medical and surgical departments of his trust. 
He should be big enough to command respect, and fear- 
less in his demands for the right. My own impression 
is that he should be a general surgeon, with sufficient ex- 
perience and ability to supervise the work of his fellow 
staff members. He ought to be considerate but he must 
be firm in upholding the standards of his profession. 
It does not require much perception to note that there 
are many men practicing medicine today—surgery in 
particular—who are utterly lacking in the essentials for 
success. The chief-of-staff has the bounden duty to 
see to it that such men have competent help, make im- 
provement, or be denied the privilege of the house. 
Faulty technique, carelessness in asepsis, slovenly after- 
care of patients, negligence in diagnosis,—these, every 
one of them, are his to correct in person or as head of a 
properly selected committee. Am I putting too much 
on the shoulders of the Chief? John B. Murphy did 
this in Chicago for many years, and I can name a few 
who are doing it exceptionally well today. What T have 
to say in this connection does not, of course, apply in 
all respects to those institutions that are directed by 
competent medical supervisors. 

Fourth—One adjunct of the staff should never be 
lacking, and that is, a well chosen independent record 
committee. A part of each month’s order of business 
should be a report on the records of the staff. Mis- 
























takes must be honestly pointed out; omissions must 
be noted; improper notations corrected. When re- 
cords call for signature the signature must not be lack- 
ing. This work cannot be delegated. A fair propor- 
tion of it belongs not to the intern or nurse, but to the 
doctor in attendance. And the staff should insist upon 
its proper and timely performance. One of the burdens 
of the record-keeper’s existence is found in a refusal of 
members of the staff to work up artd sign the records of 
their cases. Strangely enough it is frequently the least 
heavily burdened men professionally who have the least 
time for this all-important duty. No staff can afford to 
overlook such a lamentable shortcoming. If a doctor 
is too busy to keep his records in order, he is really too 
busy to be connected with the hospital. And where the 
report of the record-keeper and the record committee 
disclose chronic laxity in this important duty, provision 
for automatic expulsion should be provided by the 


hospital regulations. 


Not many hospitals have a record committee of the 
staff. The 
psychological effect of realizing that once every month, 
on a fixed and certain day, your records will be scrutini- 
zed by a group of your fellow doctors make for accuracy, 


In this they are unquestionably the losers. 


regularity, and completeness. 


What right have you, moreover, to tolerate on your 
staff a man whose slovenly habits, or careless conduct, 
endanger your hospital ratings? The hospital visitor 
may have found his report of an inferior rating upon the 
negligence of this very man. And it is the duty of the 
staff to protect the hospital by reasonably warning this 
delinquent, and then summarily dismissing him if the 
warning goes unheeded. 


The surest guaranty of good records is a competent 
record committee of the staff, and its appointment | 
heartily commend to every hospital in the land. 


Fifth:—The last requirement’ of the minimum 
standard relates to the clinical laboratory. The work 
of the laboratory, pathological and x-ray, is one of the 
prominent wonders of the day. It affords facilities for 
diagnosis and treatment that are nothing short of marve- 


lous. And the well managed staff should see that these 


institutions are properly maintained. Fixed routine 
for certain examination should be rigidly insisted upon. 
The golden rule has broadest scope in this division of 
We have no right to overlook in the case 


the hospital. 
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of others what we should unfailingly insist upon in the 


case of ourselves or our families. 

The staff should take summary action against the 
man who will dare to perform anephrectomy without 
The staff should visit 
with extreme penalty the surgeon who will dare to make 


previous cystoscopic exploration. 


an incision without proper urinalysis and serological 
findings. The staff is in duty bound to remonstrate in 
no uncertain terms with the otolaryngologist who will 
undertake to perform a tonsillectomy without proper 
tests for blood coagulation. All of these things, I base, 
of course, upon the assumption that the cases in question 
are regular, and not extraordinary instances of emer- 
gency. 

By a paradox, if you will, I think the pathological, 
bacteriological, X-ray 
wonderful as I acknowledge them to be, have done no 
The young man of today 


serological and laboratories, 
little harm to the profession. 
is forgetting how to use his eyes and his ears and his 
He is depending for his diagnosis on the 
And the years to come will show how 
a check; 


fingers. 
laboratory man. 
truly unfortunate this is. The laboratory is 
it should not be used except for the confirmation of a 
diagnosis. Exceptions to this will be found, to be sure, 
but that is the rule none the less. 

Valuable time is lost nowadays by too servile de- 
pendence on the laboratory. And its most glaring in- 
stance is met in the case of contagious and infectious 
But the good laboratory must be encouraged 
And the good laboratory man is a real 


diseases. 
by the staff. 
treasure. 

So much for my opinion of the duties of the staff 
in specie. Let me add one word of general exhortation. 
Please try to eliminate discord from your hospital staff. 
Select representatives for your various departments that 
are not capable alone, but companionable if possible. 
And keep off your regular associate and visiting staffs 
the incompetent and the quarrelsome. They are ex- 
pensive at any price. 

Do not forget that you owe your hospital a duty, 
larger in a certain measure than it owes you. Labor for 
harmony, but never at the expense of honesty. Give of 
vour best to the hospital that honors you with a place of 
trust in its affairs, and the return will always be pro- 
portioned to your bounty. The dividends in medical 
investment always bear some relation to the capital 


placed in the venture. 














ON TO WASHINGTON! 


The 1922 Convention of the Catholic Hospital Association will take place in 


Washington, June 20, 21, 22, 23. See page 117. 























T. John’s Long Island City Hospital is located in 

one of the greatest industrial centers of Greater 

New York. The neighborhood has been settled 
for many years and the hospital itself has been in opera- 
tion since 1891, but during the last decade, owning to 
the bridge and the tunnels connecting and 
Manhattan Boroughs, the growth of this section of the 
City has been phenomenal. The United States census 
of manufacturing states that in the last five years alone, 
275 new factories have been opened in the immediate 


(Jueens 


neighborhood. 

This great increase in industry makes it obvious 
that increased hospital facilities are needed, and St. 
John’s which is the only hospital located in this sec- 
tion, has prepared itself to meet the increased de- 
mands for its service. The Board of Trustees and the 
Sisters in charge felt that this new era of service should 
be inaugurated by the erection of a separate building 


for the accommodation of its nurses. Heretofore they 


have been housed in the main building and the remov- 
al to their own home will mean so much additional 
space in the hospital proper which may be devoted to 
patients. 

The actual increase in space devoted to patients’ 
beds is not however the real measure of the advant- 
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The Nurses’ Home for St. John’s, Long 
Island City, N. Y. 








age to be derived by the erection of a Nurses’ Home. 
The young woman who comes to tle training school 
to receive training in her chosen profession, will in 
future enjoy the social amenities home 
gives. During the trying years of training she will 
have the comforts of a home, and she will have an op- 
portunity to enjoy the companionship which she natur- 
ally desires and which keeps alive her social sympathies. 
This will have an effect on the morale of the young 
nurse, and will be reflected not only in her work in the 
hospital but throughout her whole career. 
Accommodates Seventy-five Nurses. 

The trustees decided that the building should be 
large enough to accommodate 75 nurses, and placed 
the preparation of the plans in charge of Robert J. 
Reiley, Architect, of 477 Fifth Avenue, New York. Mr. 
Reiley has designed .many buildings for hospitals and 
medical schools in the East, and has a special familiar- 
ity with the work in hand. 

The new building is located in close proximity to 
the Hospital. The main entrance is placed on Nott 
Avenue, which is a broad boulevard directly in the rear 
of the present hospital buildings. A special side en- 
trance gives a more private and direct communication 
and is planned to insure 


which a 


between the two buildings, 
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"HOME, ST. JOHN’S HOSPITAL, 


FIRST FLOOR PLAN, 
NEW YORK CITY. 
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their profes- 
A glance at 
the staircase 


the nurses privacy and also to separate 
sional functions from their social life. 
the basement floor plan will show that 
is so arranged that the nurses, on entering the build- 
ing, may pass either directly to their bedrooms above, 
or to the’ dining room below, without entering that 
part of the building which is devoted to rooms to which 
the public is admitted. 
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SECOND FLOOR PLAN. 


FRONT ELEVATION, NURSES’ HOME, ST. JOHN’S HOSPITAL, LONG ISLAND CITY, N. Y. 





By examining the first floor plan, it will be seen 
that on entering the building by the main door, we find 
ourselves in a spacious entrance hall, flanked on the 
right by a parlor, and on the left by a demonstration 
classroom. In the rear, directly opposite the main en- 
trance, is the large assembly room, with its coat rooms 
and dependencies. Opening directly from the lobby is 
a two-room and bath apartment for the use of the super- 
intendent of nurses. ‘The demonstration classroom has 
a utility room opening off it and also a large store 
The assembly 
room seats 250 persons comfortably and will be used 


room, as well as glazed display.cabinet. 


for meetings and entertainments. 
On the second floor a central foyer and ample cor- 


ridors give direct access to the nurses’ bedrooms. 
There are also. two rooms with bath between, located 


on the west side of the building, for the Assistant super- 
visors. The library, which is a room for the hours of 
recreation and study, is located on this floor. The third 
and fourth floors are similiar in arrangement to the 
second, save that on these floors two bedrooms take the 
place occupied by the library. Each of the three floors 
has ample lavatory equipment, and in the rear of the 
building facing the south are large sun porches. 
A Demonstration Kitchen. 

The basement plan provides for a large, cheerful 
dining room with south and east exposure. Adjoin- 
ing it are the kitchen, pantry and store rooms. On 
this floor is also located a small laundry for the private 
use of the nurses themselves and another room for the 
storage of their trunks. A demonstration kitchen is 
located in the basement, directly under the demonstra- 
tion room. This is a large room and will be fully 
equipped for instruction and demonstration in dietetics. 
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The main facade of the building is designed in 
the Colonial style of architecture and is executed in 
red brick with limestone trimmings. It is dignified 
domestic char- 


The build- 


ing is thoroughly fireproof in construction with slab 


and yet not formal. It expresses the 


acter of the building as it properly should. 


or 
1g 


floors and roof, and the stairways are enclosed to pre- 
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vent the passage of smoke from one floor to another 
in case of fire in the contents of the building. 

It may be said in general, that it has been the aim 
of the board of trustees, to have the building designed 
so that it should be thoroughly up-to-date, and so that 


it provide every facility for the training, comfort’ and 


safety of the nurses. The total cost of the building, 


without furnishings, will be $160,000. 


A Model Hospital Staff 


Louis F. Jermain, M. 


1. Personnel of Staff: 

It conceded by all who have given the matter 
thought that a well selected, well organized staff, an ef- 
ficient, loyal, enthusiastic and harmonious staff is the 
most essential element in the successful conduct of a hos- 
pital. Beautiful grounds, stately structures, marvelous 
equipment, even endowment of moneys, are secondary in 
importance and of little value to the patients unless 
scientifically utilized to bring to them all that modern, 
up-to-date, medical knowledge implies. 

The composition, therefore, of the staff at once be- 
comes a matter of great importance and its selection a 
task surrounded with many difficulties. 

To many the term “ hospital staff’ immediately con- 
veys the impression of a closed staff, only the members 
of which are permitted to treat patients in the hospital. 
Hospital staffs as are being evolved under the guidance of 
the various agencies interested in hospital standardiza- 
tion are not closed staffs in the strict sense of the word. 
In only a limited number of hospitals, such as are owned 
and controlled entirely by universities, or medical schools, 
is the organization of a strictly closed staff possible. 

In the large majority of hospitals the double staff 
feature is more practical and easy of introduction. Under 
this plan there is an actual, or attending staff and a visit- 
ing staff. The actual or attending staff consists of a 
limited number of specialists in the various departments 
of medicine, surgery and obstetrics. 

The actual staff is the organized staff whose members 
are responsible for the proper conduct of medical and 
surgical work in the institution. They make rules and 
regulations governing themselves and the visiting staff; 
they are responsible for the proper training of nurses, 
students and interns; they determine the eligibility and 
desirability of members of the visiting staff, they are re- 
sponsible for the keeping of records, the character of the 
laboratory work done and the presentation and discus- 
sion of case records at the monthly staff meetings. 

The visiting staff consists of reputable and competent 
physicians and surgeons who are permitted to treat their 
private patients in the hospital, subject to the rules and 
reculations as determined by the actual staff and hos- 
pital authorities. 

In a well conducted hospital the actual staff should 
give all possible assistance to the hospital authorities. in 
determining the eligibility of members of the visiting 
staff. The hospital is responsible for the character of 
the work done within and this responsibility is well 
shared in actual practice by the hospital authorities and 
the actual staff. 

Considering then the importance, the manifold 
duties and responsibilities of the actual staff, the selec- 
tion of the individual members should be entered upon 
with great care and caution. Their qualifications should 
be measured not by their social standing, the extent of 


is 


Address before the Wisconsin Conference, Catholic Hospital Asso- 
ciation, Fond du Lac, Aug. 30, 1921. 


D., Milwaukee, Wis. 


their practice, their wealth or their political intluence, but 
by their ability, loyalty, integrity, ideals and their will- 
ingness to sacrifice personal pride and ambition. They 
must be willing to constitute themselves a member of an 
organized team, or better, a well regulated family in 
which all will strive to their utmost for the success and 
betterment of the whole. 

The selfish, the narrow-minded, quarrelsome and 
mercenary individual has no place on a model staff. The 
individual whose every thought and action is burdened 
by racial, political, religious, or institutional prejudice 
has no place on such a staff. 

2. Organization of Staff: 

The selection of many a model staff has shattered on 
the rocks and shoals of organization. The only proper 
organization of a staff is along strictly democratic lines. 
The title “Chief of Staff’ immediately conjures up visions 
of a one man staff—the big chief who lords it over the 
rest and who is certain to surround himself by friends 
and supporters irrespective of their qualifications. On a 
model staff no one man should exercise more power than 
the rest. An annual election at which a presiding of- 
ficer, a secretary and all standing committees are elected 
by ballot should form the basis of organization. Import- 
ant committees should be : First, an executive committee; 
second, a program committee; third, an intern committee, 
and fourth, a training school committee. All important 
questions should be referred to the proper committee for 
investigation and report before being acted upon by the 
staff. 

My personal observations have convinced me that in- 
ternists, other things being equal, make better staff of- 
ficers than surgeons, or other specialists. Without proper 
staff organization there can be no concerted, unified staff 
effort. 

3. Relation of Staff to Hospital and Hospital Authori- 
ties: 

Where both hospital authorities and staff have in 
mind above all the welfare and scientific care of the pa- 
tients there can he little disagreement. An important and 
necessary qualification of every staff member is loyalty to 
the hospital. It my experience, particularly with 
sisters’ hospitals, that if the staff as a unit recommends 
certain measures, or improvements, intended to better 
hospital conditions, to insure more accurate diagnoses and 
more efficient treatment to patients, there is little dif- 
ficulty in obtaining favorable action. Mutual distrust is 
detrimental to proper hospital development. The hos- 
pital authorities must consult and cooperate with the 
staff and vice versa. The one must have faith in the 
ideals and purposes of the other. The hospital staff must 
share responsibilities of the hospital authorities. This is 
particularly true in sisters’ hospitals. The sister in 
charge will feel much encouraged if, upon refusing an un- 
desirable, or unethical physician admission to the hos- 
pital, she is unfalteringly supported in her action by the 
entire staff 
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4. Relation of Staff to Patients: 

All patients in the hospital are not only patients of 
the hospital, but are patients of the staff. The staff, 
as well as the hospital, are in a measure responsible for 
the proper care of every patient. This responsibility may 
not be a legal one, but is, nevertheless, a moral one. The 
position once assumed by many that the private hospital 
patient of a physician was his private property and that 
all inquiry and interference on the part of hospital 
authorites and staff was rank intrusion is absolutely un- 
tenable. 

Responsibility always carriers with it certain rights 
and duties, the exercise of which cannot be denied. Con- 
sciousness on the part of the patient and the public in 
general of this responsibility, on the part of hospital 
authorities and staff, is one of the most valuable assets 
of the hospital. 

At a recent gathering of influential citizens a physi- 
cian made the following statement: “In no well organi- 
zed hospital can any but emergency operations be per- 
formed without first taking a careful history, making a 
thorough physical and laboratory examination and a pre- 
operative diagnosis.” This statement was greeted with 
enthusiastic applause and favorable comment. 

Nothing can create greater confidence in the hos- 
pital than the assurance that the patients’ welfare and 
care is the concern not only of the physician. or surgeon 
employed, but of the entire staff as well. 

5. Relation of Staff Members to Each Other: 

The model staff must consist “of a body of men, 
specialists in the various fields of medicine, wherever 
this is possible, whose unselfish devotion to duty per- 
meates their every action. Hearty cooperation must be 
the watchword. In order that there be this cooperation 
every member of the staff must have explicit confidence 
in the ability and integrity of every other member, and 
this confidence must be sustained by a determined effort 
to ever remain in the vanguard of progress in their res- 
pective special fields. 

Every patient is entitled not only to the best knowl- 
edge and effort of every member of the staff, but also to 
the best effort of the combined staff and to the best that 
modern médical science can offer. 

The model staff, therefore, must be much like a well 
regulated family in which all members live and work to- 
gether in perfect peace and harmony, every one not only 
playing his own part to the best of his ability, but aiding 
and encouraging every other member to the utmost. 

Consultations and conferences must be the daily 
order. In the monthly conferences it is particularly im- 
yortant that the proper staff spirit prevail. It is here 
that our shortcomings are revealed in friendly profes- 
sional criticism. We can, as a rule, learn more from our 
mistakes and failures than from our successes, particular- 
ly when disclosed by others. We must, however, bear 
in mind “that life is short, experiences fallacious and 
judgment difficult” and that knowledge does not neces- 
sarily indicate wisdom. This distinction was aptly made 
by Cowper, who wrote: 

“Knowledge and Wisdom far from being one have oft 
times no connexion. 

Knowledge dwells 

In heads replete with thoughts of other men. 

Wisdom in minds attentive to their own. 

Knowledge is proud that he has learned so much. 

Wisdom is humble that he knows no more.” 

6. Relation of Staff to Visiting Physicians: 

Rules and regulations of hospital conduct are made 
for all staff members, whether actual or visiting, and all 
alike must obey these rules. Visiting physicians cannot 
be expected to do so unless every member of the actual 
staff by the strict adherence to them sets the proper ex- 
ample. 


An important duty of the actual staff is education. 
The hospital through the influence of the staff must be 
made a graduate school for themselves, visiting physicians 
and the profession in general. Visiting phyzicians should 
attend all scientific sessions and be invited to engage 
freely in the discussion of case histories, records, labora- 
tory and post mortem findings. 

By the proper exercise of this educational function 
the work of every visiting physician can gradually but 
surely be elevated to a much higher plane.’ The taking of 
a careful history, the recording of a thorough physical 
examination, the consideration and interpretation of 
laboratory findings, making progress notes as required, in- 
sure careful observation and study of one’s patients and 
hence result in more accurate diagnosis and better treat- 
ment. 

In addition such work develops habits of thorough- 
ness and a definite mode of procedure in examinations. 
It avoids careless and slovenly medical and surgical work 
and makes better doctors of us all. 

7. Relation of Staff to Education of Nurses, Students, 
ete.: 

Every hospital must not only be a graduate school 
for medical men, but has a definite educational duty to- 
wards nurses, sisters, medical students and laboratory 
technicians. The hospital which does not offer opportuni 
ties for training of undergraduates and the staff that 
does not do its utmost in supervising and conducting 
such training are not fulfilling one of the important 
functions of the institution. Wherever a medical co] 
lege exists the hospitals should be made the laboratory 
and workshop for medical students, and the hospitals 
whenever it accepts interns assumes a definite responsi 
bility in their training. 

It is a well known fact that the best work is done in 
the hospitals in which students are present, where staff 
members become fired by the enthusiasms of youth and 
where the critical mind of the modern student, well 
trained in the fundamental sciences, spurs the staff 
member whose medical education was received under less 
favorable circumstances on to scientific effort. 

From the students and interns trained in the hos 
pital the future staff members must be recruited and their 
acceptability as such depends largely upon the efforts the 
staff has made in their behalf. 

The importance of concerted and well directed ef 
fort in the education and training of nurses, sisters and 
laboratory technicians cannot be over emphasized. It is 
here again that responsibility restg largely upon the staff 
as a whole and upon such special committees as the Intern 
Committee and the Training School Committee who 
should counsel and cooperate with the hospital authori- 
ties in the achievement of the best results in this direc- 
tion. Much valuable aid can be given the sisters in the 
preparation of a model curriculum of studies for pupi! 
nurses and technicians, in the furnishing of wholesome 
recreation for the pupils and in making their courses of 
study in every way enjoyable and profitable. 





IN THE NATION’S CAPITAL. 


The Convention of the Catholic Hospital 
Association will be held in the buildings of 


the Catholic University at Washington, 


June 20-23. 


See details on page 117. 
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TANDING on an eminence that commands a 
view of Puget Sound and overlooks the city of 

Tacoma, Washington, St. Joseph’s Hospital lifts 
its splendid proportions, a monument to the Sisters of 
St. Francis who have given to the city and its environs 
years of selfless sacrifice, years made holy and fruitful 
by service to suffering mankind. 

Thirty-one years ago in the fall of 1890 six Sisters 
of St. Francis left the mother house in Philadelphia on 
a journey across the @ontinent to undertake the found- 
ing and establishment of the first hospital to be con- 
ducted by Sisters in the city. 

The very Rev. P. F. Hylebos, pastor of St. Leo’s 
Church, donated the site upon which the hospital was 
to be erected and shortly after the Sisters arrived 
ground was broken for the new building. The follow- 
ing year the building was completed at a cost of $20,- 
000, a large sum for those days, and on Oct. 11, of the 
same year dedicated by Archibishop Gross, Portland, 
Oregon. It may be interesting to mention that the first 
patient was Rev. William Eversman, 0. 8S. B., founder 
of the Holy Rosary Parish, Tacoma, Washington. 

Like all beginnings the work was slow but results 
came gradually, continuing even through that period of 
financial stress and business depression in Tacoma, the 
years 1892-1894. So numerous were the daily increas- 
ing demands that four years later accommodations were 
taxed to the utmost and increased floor space became 
To supply this an addition two-thirds the 


imperative. 


ST. JOSEPH’S HOSPITAL, TACOMA, WASH. 


The Organization and Service of St. Joseph’s 
Hospital, ‘Tacoma, Wash. 





size of the original building was constructed at a cost of 


$26,000 and the following year the new division was 
solemnly dedicated by the Rt. Rev. Edward J. O’Dea, 
Bishop of Seattle, Washington. During this year 543 


patients in comparison with 51, the first year, were 
cared for. 
The Citizens Gave Support. 

From this time on the annals spell growth and suc- 
cess to the end that by 1913 the institution had again 
outgrown its bounds. Then comprehensive plans were 
made to erect a hospital building such as would satisfy 
all demands for years to come. Construction was 
promptly under way. Building operations continued 
for two years without interruption to speed the day of 
occupancy. 

How the citizens of Tacoma had come to value the 
work of the Sisters during the twenty years of continh- 
ous service to the community, and how they substanti- 
ated their appreciations of this work the records plainly 
show. Only the amount subscribed toward the new 
hospital and the patronage of friends made possible the 
carrying out of the elaborate plans, and only the united 
support and enthusiasm of the hospital staff have 
brought about the final result as it stands today. 

The new building is all that can be desired in 
architectural beauty and is so constructed throughout as 
to emphasize the best in hospital development. With 
the old section and grounds the hospital property oc- 
cupies the entire square inclosed by So. 18th and 19th., 
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| and J. Sts. The building is five stories high and is 
surmounted by a tower; a basement under the central 
structure contains the heating, lighting and ice-mak- 
ing plants. 

The heating plant is one of the best in the North- 
west and is in charge of a licensed engineer and two 
licensed assistants ; the latter are responsible to the chief 
engineer. The first floor contains the office, reception 
hall, pharmacy, kitchen, laundry and dining rooms; the 
laundry is fully equipped with the most modern ma- 
chinery and is fitted to handle all the work done for 
the hospital. 

The second, third and fourth floors are devoted en- 
tirely to the patients. Here are to be found the large 
and airy wards and beautiful private rooms all arranged 
according to the demands of sanitation and health. 
The fourth floor is given over especially to obstetrical 
cases and is completely fitted for that purpose. The 
nursery is light, cheerful and evenly heated; and the 
rows of tiny beds are an added attraction to the mothers 
who are coming to recognize the hospital as the ideal 
place for care and service. 

The fifth floor comprises the fine surgeries con- 
taining the most complete and up-to-date appliances, 
the X-ray rooms, laboratory, and lecture hall; besides 
the suite of rooms occupied by the Rev. Chaplain, 
Father L. A. H. Allain, and a lovely chapel beautiful in 
every detail. From the sixth floor the patients have 
easy access to the roof garden where they may enjoy 
for hours the pure mountain air and sunshine. The 
interior finish of the north wing is as yet incomplete 


but it is the earnest desire of those in charge that be- 
fore long the whole building may be ready for use. 
Ranked as Class A. 

In April 1919, Rev. C. J. Moulinier, President 
of the Catholic Hospital Association and Dr. Bowman, 
President of the American College of Surgeons, on a 
tour of inspection of western hospitals and by means 
of a well-arranged program, outlined the requirements 
for standardization as drawn up by the organizations 
they represented. These splendid leaders champion- 
ing the cause of better hospital service enumerated for 
the management and doctors the many distinct ad- 
vantages to be gained through standardization; so 
salutary were their efforts that within two years of the 
visit, St. Joseph’s Hospital was ranked as a Class A 
hospital. 

The first step in this direction was the organization 
of a staff which consists of 45 members, forty of whom 
are active; and the appointment of an executive com- 
mittee composed of seven medical men on April 12, 
1919, whose duties were to criticize technique in the 
surgery, observe and report general service on the 
floors and insist that the individual patient receive a 
maximum of benefit from every department at all times. 


The management and doctors lost no time in get- 
ting to work and immediately considered the means by 
which a satisfactory record system might be secured. 
After much deliberation and weighing of the merits of 
various systems used in other hospitals, the present 
forms entirely in conformity with the models proposed 
by the American College of Surgeons, were adopted. 














ONE OF THE SURGERIES, ST. JOSEPH’S HOSPITAL, TACOMA, WASH. 
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The whole system is conducted along lines very similar 
to those used by the larger hospitals in charge of the 
Sisters of St. 
work and, in all its complications, required not only 


Francis, in the east. This was a big 
understanding, but patience in its accomplishment. 
However, the many obstacles were overcome one 
by one, with a fuller appreciation of the purpose and 
effects of the system, drawn largely from the regular 
staff meetings, cooperation grew stronger, and now 
after two years of earnest and painstaking direction, St. 


ST. JOSEPH’S HOSPITAL, TACOMA, WASH. 


Joseph’s Hospital and all the patients are reaping its 
full benefits. 


Value of Monthly Meetings. 
Perhaps the most interesting outgrowth of the new 


movement have been the monthly meetings. These are 
conducted according to a definite plan laid down by the 
chairman and special committee; and consist of a regu- 
lar program for each meeting in which the various 
doctors are asked to take part. The nature of the 
meetings has been largely clinical, but since the recent 


LAUNDRY, ST. JOSEPH’S HOSPITAL, TACOMA, WASH. 
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THE CHAPEL, ST. JOSEPH’S 


visit of Rev. Father Moulinier, they are gradually 
merging into the general conference, so strongly advo- 


cated by him. 


The results of the meetings are most gratifying 
and the attendance and interest are growing with each 
assembly. As an example of the work accomplished 
at these meetings one instance in particular is worth 
mentioning. It has long been the custom of some of 


the leading surgeons and physicians to call in, for pur- 


poses of consultation regarding certain cases, the as- 


sistance of their coworkers, entirely without any ad- 
ditional charge to the patient. This has been found to 
be so generally helpful that at one of the largest meet- 
ings, on the recommendation of the chairman, all pre- 


sent gladly subscribed to the principle involved. 


In view of the vast importance of a training school 
in every standard hospital, St. Joseph’s Training Schoo! 
for Nurses, was established in 1900. Since that time 
diplomas have been given to members of nineteen gradu- 
ating classes. ‘Their abilities stood the test to their 
credit and that of their instructors during the world 
‘Tl 
rhe 


lecture courses are in charge of doctors expressly s‘illed 


war when many of them gave service overseas. 


in their own special lines of work. These men de- 
serve much gratitude for faithful and generous ser- 


vices at all times. 


The institution is primarily in charge of a Sister 
Superintendent who, with the assistant Sisters in 
charge of the various departments, attend to’ a!l major 
details. These Sisters are constantly in direct com- 





HOSPITAL, TACOMA, WASH. 


munication with the individual patient from the date 


of admission to the day of discharge. 


This magnificent building in its present state em 
bodies complete modern equipment in all the finish of 
useful detail, its efficient administrative capacity and 
progressive excellent staff is not only the culmination 
of years of labor but a silent testimony of continued 


service through many years to come, 
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The Patient’s Viewpoint 


The Physician and the Nurse 





Paluel J.:Flagg, M. D., New York, N. Y. 


(Continued from January Issue) 


UDGING from the attitude of some medical men it 

would appear that to don a nurse’s uniform puts a 

girl beyond the pale of courtesy and consideration. 
By this particular type of man she is assumed to be a 
mere mechanical device, endowed with intelligence, 
whose being was conceived and brought into action for 
the sole purpose of obeying his orders. 

It must be remembered that a nurse is a young 
girl or a woman endowed with all the charming and 
irritating qualities normally possessed by women. She 
has been trained, it is true, to suppress her individual- 
ity, to obey orders and incidentally she wears a uni- 
form, but unless she is accepted in the spirit of a co- 
worker in the case under treatment, her natural woman- 
ly pride will rise up; and resentment will gather to 
break forth in the most unexpected places. 

Some men deliberately plan to get service by in- 
culcating fear, the fear that comes in the dread of be- 
ing publicly ridiculed. Service can be had by this 
method but what of its quality and its sincerity. Hu- 
man nature is not angelic. And while some are so 
gentle and charitable that they can overlook a breach 
as nothing else but a mannerism, others will be wounded 
by injustice. The scar will remain in the mind and 
when opportunity arises, woman’s ready wit will find 
its revenge. 

This is no mere philosophising, watch it in action. 
See the surgeon enter the operating room. Many press- 
ing annoyances are upon him. He has held himself 
under control, until now. Prudence has forced him to 
do so. But here at least he is at home. Master of 
the surgical situation, he imagines himself master of 
souls who have associated themselves with him for the 
accomplishment of a great end. 

A slight lapse in technique and the unfortunate 
nurse is upbraided. A second lapse, this time the re- 
sult of nervousness, the operation is momentarily sus- 
pended, a deliberate stinging ridicule is aimed direct- 
ly at the culprit, and in the painful silence which en- 
sues the eyes above the mask either lower and swit 
in tears, or meet the gaze of condemnation with a cool, 
steady gaze. 

The mouth is mute through discipline but what of 
the pent up emotion surging beneath. The pain and 
the insult are never forgotten by the nurse and woe be- 
tide the surgeon who has allowed his passion to vent 
itself thus, without the excuse of a gross and wilful 
neglect of duty. 

The Nurse a Human Being. 

A great surgeon or a great physician, by no means 

implies a great man. For the man who is the servant 


of his passions, promptly loses the respect of his fellow 
His wit may dazzle and confuse us. 


men. His dex- 
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terity, knowledge and experience may win our admira- 
tion; but he cannot claim our trust or our affection if 
he allows a quick temper to take charge of a critical 
situation and adds the burden of his remote anxieties 
to the weight of existing pressure, for no one can love 
or trust the caprice of passion. 

It behooves one therefore to beat constantly in 
mind the fact that every nurse is a human being, that 
the probationer demands consideration as well as the 
white nurse. 

We have considered one extreme, let us look for 
a moment at the other. We see quite frequently the 
man who seems to forget that he is by his training an 
officer in the army of medicine. We see the doctor who 
sees first the woman, then the nurse. To put the mat- 
ter mildly, this is embarrassing and destructive of dis- 
cipline. The nurse has the privilege of reserving her 
individuality to herself. The nurse’s uniform does 
not offer the privilege of familiarity to any physician 
who may care to take advantage of it. 

The medical services of the nurse are at the 
doctor’s disposal and nothing else whatever. The 
nurse is under no obligations to be sociable or enter- 
taining. It is entirely within her rights to remain 
strictly conventional. For a medical man to thrust 
his acquaintances upon a strange nurse by a flippant 
remark or ill advised pun is to trespass upon the sacred 
precincts of her personality. To ignore a nurse’s 
natural line of defense thus, and to rush into her priv- 
acy is to excite mild astonishment followed by con- 
tempt. 

Furthermore the medical man is unconsciously 
placed upon his defense to prove his present authority 
and worth. The profession as a whole is lowered in 
the opinion of the recipient of these attentions. We 
are familiar with the liberties which the house-man is 
sometimes tempted to take. 

Newly graduated, he feels the power of his posi- 
tion and often oversteps his immediate authority. He 
learns this rather soon in his career, much to his 
chargrin or what is worse, familiarities thus introduced 
may be accepted without resentment. 

The dignity of the house-man automatically dis- 
appears and discipline is lost. The house officer who 
thus allows himself to overstep the privileges of his posi- 
tion soon finds himself relegated to the position of a 
medical student, without authority, the object and 
participant of silly controversies and flirtations. The 

medical man in the house and sanatorium who assumes 
these liberties does so at his peril. For although his 
nurse is beholden to him for her position, yet she is 
quick to note his shortcomings and will often quite un- 
consciously play upon these. 

















Helpmate in a Task. 
The nurse then is to be accepted as a serious help- 


mate in the task which lies before us. She is to be 
made to feel her share of the responsibility in the care 
of the patient. The physician should not hesitate to 
establish the common bond of medical knowledge which 
exists between himself and his assistant. The atten- 
tion of all concerned in the case must continually fo- 
cus itself upon the good of the patient and the work 
in hand. 

Should the personality of the nurse permit of 
pleasant exchanges of sociability this adds a flavor to 
what may otherwise prove a very dreary task. To 
realize and remember that the nurse is a woman not 
an automaton is to sound the keynote of mutually 
pleasant and successful teamwork. 


Much stress is laid upon the theoretical knowl- 
edge required by the nurse. This becomes of secondary 
consideration when compared with the will and the 
ability to do precisely as she is told, no more, no less. 
Routine mechanical acts, well done, not only as regard 
skill but as regard tact and gentleness, are of far great- 
er value to the medical man than a more or less ex- 
act understanding of the pathology of the case. 

The physician does not need the nurse’s help to 
understand his patient. What he does need is a trained 
eve which can report symptoms as they occur and cap- 
able willing hands to do what is necessary to care for 
and treat his patient. 

Nurses’ Training in Outlying Districts. 

As the nurse is nearer to the lay point of view 
than we medical men, it is not surprising that she 
should revert to lay standards rather than to stand- 
ards of medical or surgical excellence. We are looked 
upon as very smart men, because of some college con- 
nection which we possess. 

We are very great surgeons because our name is in 
the mouths of so many and we send all of our work to 
one institution. We may be looked upon as a severe 
man or one very easy to get on with. We may be set 
down as a crank or an everlasting dawdler. Our meth- 
ods; our skill; or our theories make little or no appeal 
for they are seldom grasped, to say nothing of being 
appreciated. 

The most astonishing product of the nurses’ 
training school is found in the outlying districts, in 
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our suburban towns. The actual amount of work done 
in some of these institutions is so scanty and scattered 
that it may be looked over and fully appreciated from 
every conceivable angle. The romance of medicine, 
the horrors of accident and diseases are dwelt upon at 
leisure. 

The probationer enters such a school with a well 
trained and well sustained reverence and awe. This 
admiration for her work reflects itself in her attitude 
and she in turn feels it her duty to impress the lay- 
man. Witness, therefore, the absurd officiousness of 
the nurse of the suburban hospital whose manners have 
not been softened by wiser heads. 

The nurse of the large city hospital like the well 
educated man, has been humbled by the knowledge of 
how much there is to learn and what a very small part 
of this knowledge can ever become hers. She has no 
leisure to meditate for long on an individual case for 
there are so many pressing forward to receive attention. 
If she shows herself officious this may be traced to an 
intense respect for her school or her hospital, the fame 
which she attributes to herself. 

Considerations Due the Nurse. 

Professional secrecy is in the hands of the trained 
uurse. How many physicians make it a point to im- 
press their nurses with this obligation to their patients? 
When a nurse enters a patient’s home or meets her in 
her private room in the hospital, she is accepted as a 
confidant. 

She is witness to the most intimate occurrences 
and is bound not to divulge these. We are often 
tempted to chat with a nurse over the dead bones of 
our brother practitioner’s mistakes and omissions; in 
doing so we expose weakness of which advantage is 
often taken. 

The nurse has become an indispensable member of 
the surgical team. We cannot do without her. Let 
us, therefore, treat her with the kindness and consid- 
eration due her. If we have irritation to dispose of 
let us find some other outlet. The nurse is at our com- 
mand medically not socially. Whatever sunshine she 
may throw over our work is hers to give or withhold, 
not ours to command. A little light-heartedness some- 
times goes a long way in renewing our efforts to do the 


very best that we know how to do. 
(To be Continued. ) 
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Surgical, Diagnostic, and Pre - Operative Procedure 
before the Patient Enters the Modern Operating Room 


F. Gregory Connell, M. D., Oshkosh, Wis. 


that I open a discussion on the subject of “Surgical 

Technique and Procedure in a Modern Operating 
Room.” My reply was that I would be glad to do so; but 
would much prefer to speak upon “Surgical, Diagnostic, 
and Pre-operative Procedure, Before the Patient Enters 
the Modern Operating Room.” 

The reason for suggesting this change was that, in 
my opinion, while operating room technique is by no 
means perfect, speaking generally, it has advanced to 
such a stage of development that its principles are definite- 
ly established and well recognized: and their execution is 
merely a matter of administrative ability, in which the 
spirit of teamwork may be developed to a very high degree 
of perfection. 

The degree of perfection rests entirely with the one 
in charge of the operating room; if he, or she, is anxious 
to have a smooth, evenly running machine in which there 
is no waste in words, material or energy; in which the 
patient and his requirement—asepsis, rapidity, gentleness 
of manipulation, conservation of heat, and preparedness 
for emergencies—are the sole aim of the operating room. 
This may be easily accomplished: but in only one way, 
that is by giving the one in charge absolute authority. 
Without this the result will be mediocrity; with it, and 
properly placed, the result will be outstanding success. 

If the surgeon, the nurse, or the Sister in charge, 
may say who shall do a certain thing, and what and how 
it shall be done, and has authority with which to earry 
out these plans, the modern operating room is quite near 
to contemporary perfection. But when this power to dis- 
cipline, to dismiss, promote or demote the operating room 
personnel is lacking, when one is afraid of offending the 
surgeon, that he may take his cases elsewhere: when one 
is fearful that the intern will leave, and it will be difficult 
to secure the services of another; when one must give the 
nurse a specified and certain duration of service in the 
operating department, which calls for constant change of 
personnel, then the service leaves much to be des red. 

Operating Room Technique. 

As a matter of fact operating-room technique has be 
come so standardized that it is practically uniform 
Sterilization by heat, by chemicals secondarily, and the 
maintenance of this asepsis by rubber gloves and the 
pre-ent day 


A NUMBER of months ago Sister Mary Rita asked 


aseptic conscience are the keystone of the 
successful operating room. 

I shall attempt to impress but one po‘nt relative to 
what may be well called the aseptic consc erce, name’y, 
that it is easier, safer, and more rational to keep your 
hands clean (surgically) than it is to render them aseptic 
after having become contaminated. The skin is one of 
the few things that may not be boiled to be made clean, 
hence the necessity of eternal vigilance in an effort to 
maintain cleanliness. A surgical nurse assistant, or op 
erator should shun contact with infected material outside, 


Read at the Meeting of the Wisconsin Conference of the 
Catholic Hospital Association of the United States and Canada, 
at Fond du Lac, Wis., Aug. 30, 1921. 


as well as inside of the operating room, as she would sin, 
hence the rubber glove for the protection of the next 
patient more frequently than the present one, or of your- 
self. 

This principle I find occasionally overlooked. For 
example: 

Surgeons make digital examination in septic fields 
with an ungloved finger; and nurses work in surgeries, 
at other times handling bed pans, emesis basins; they 
work with vegetables, or scrub floors with ungloved hands. 
Clean hands, to be kept clean, are the most important 
secret of success in surgery and obstetrics. 

These and kindred points are all well known. I 
therefore have chosen to speak primarily upon the neces- 
sity of “surgical diagnosis”. 

Successful treatment presupposes accurate diagnosis. 
Without accurate diagnosis your treatment is an experi- 
ment. We now have shot gun operations, just as we used 
to have shot gun prescriptions, and are having shot gun 
serum and vaccine injections. 

Because surgical operations are the only way of 
successfully treating certain conditions and because of 
the dramatic features, they have been emphasized and 
extended until at one time or another, a surgical opera- 
tion of some sort has been recommended or attempted as 
a method of treatment for any, all, and every complaint 
and ailment. 

The Limitations of Surgery. 

In definite mechanical conditions such as the relief 
of tension, sewing up perforations, remov ng obstruc- 
tions, neoplasm or foreign bodies, it is the only rational 
procedure. But when it is extended to vague and inde- 
finite, uncertain complaints in which the surgical opera- 
tion, by some super human method, or sleight of hand, 
is to convert a chronic invalid with a catalog of com- 
plaints as long as the dictionary, into a well, happy and 
physically perfect specimen of mankind, the procedure is 
doomed to failure before it starts. This is detrimental 
directly by the fact of failure to cure; and indirectly by 
delaying proper surgical measures in suitable cases and 
thereby increasing the percentage of unsatisfactory results 
in such cases. 

When I am told that such a hospital is largely devoted 
to surgery (unless it be a department in a teaching insti- 
tution), my idea of the hospital is quite unfavorable and 
ealls for much explaining, not so much as to its mortal ty 
rate, but more as to its morbidity rate, before I would be 
inclined to consider it a perfectly safe place to become 
a patient. 

In our hospitals we have to continually fight for 
proper recognition, room, and service for medical cases 
I do not know why. They are certainly many times more 
remunerative and often just as interesting, if not so 
dramatic, though they may not lack in that feature. 

In this discussion of “Preoperative Procedure Before 
the Patient Enters the Modern Operating Room” I desire 
to exclude the emergencies, traumatic and otherw'se, as 
they call for prompt attention. Such cases call for im- 











mediate surgical treatment. The exact pathology at the 
bottom of it all need not always be previously discovered, 
nor even an attempt made to make an accurate diag- 
nosis; whether collapse is due to gun shot wound, a horse 
kick, perforation of duodenal or gastric ulcer, rupture of 
the gall bladder, appendix or pyosalpinx or tubal pveg- 
nancy is not of great moment. The indication is to save 
life just as one would put out a fire. 
Operating Room Essentials. 

Before entering the operating room each and every 
case must have: (1) a history, (2) a physical examination, 
(3) laboratory reports, (4) a summary. 

(1) History: The importance of a careful complete 
and accurate history is very hard to overestimate. Given 
a choice between only one of a complete clinical history 
and a complete physical examination, I think I would 
make fewer mistakes if given access to the history and 
the result of the physical examination was withheld. 

In many cases the diagnosis must be made entirely 
upon the history as the examination is entirely negative. 
Take cases of gall stones in which one may jump upon 
the right upper abdominal wall without pain, tenderness 
or rigidity and yet the history is so conclusive that ex- 
ploration is indicated and stones are found at operation. 

The same remarks apply to interval operation for 
acute or recurrent appendicitis. 

(2) Physical examination: A physical examination 
unless it is complete is worse than none, because it often 
times leads to incorrect diagnosis and misdirected treat- 
ment. 
Here one’s efforts are greatly hampered by the activ- 
ities of the socalled “specialist,” who is often in reality only 
a psuedo-specialist, merely a lopsided general] practitioner, 
often times like the quack who gives them fits and is 
“hell on fits”? who can see only one organ or group of 
organs, his specialty—such as the eye, nose and throat 
specialist who looks no further than the larynx. No 
better is the goitre expert who attributes all ills to a 
goitre, often “inward” goitre and who consequently 
considers an abdominal or pelvic examination beneath 
his dignity or of no import, because he has already made 
the correct diagnosis. 

In this class belongs the lung tuberculosis shark 
who finds tuberculosis before it exists and cures it too. 
Again we have the stomach specialist, with or without 
the colon as a side line, who cures more people than any 
other group of specialists and keeps on curing them again 
and again year in and year out. Just as bad is the 
rectal specialist who, if he is very thorough, includes the 
sigmoid in his line of activities. 

Then we have the skin specialist who is wel] named 
at least; of late, the orthopedist who tells us about the 
importance of the sacro-iliac articulation and how it is 
the keystone to the arch of the pelvic girdle, and to good 
health and happiness. 

The gynecologists I have not mentioned because they 
are disapppearing very rapidly. 

That this motley specialism is ridiculous is shown 
by an example such as: 

Kidney and Albuminuric retinitis 

Skin burn and duodenal ulcer 

Vomiting—Brain tumor Pregnancy 

Abd.—Colic-Lues. 

Tonsil—Heart and joints. 

Function of a Specialist. 

The real specialist must be first of all a physician 
and in considering the case from any standpoint must 
know all the available data regarding the particular case. 
Specialism is a necessity, but it can only be worth while 
if built upon the solid foundation of a study of the entire 
body in disease and in its incipiency as is best seen in 
general practice. 

(3) Certain Clinical Laboratory Data: Compared 
to the other two, clinical history and physical examina- 
tion, the clinical laboratory findings are of very little im- 
port, but as we can not have too much information re- 
garding our case, they must be secured before not after 
operation. 
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Urinalysis: Years of experience have led to a rou- 
tine urinalysis, just as one takes a temperature. I need 
not direct attention to the importance of casts, sugar 
acetone etc., in urine before operation. Yet occasionally 
one finds hospitals, socalled, in which urinalysis is not 
a routine. 

Blood: Hemoglobin as a preoperative requisite is 
essential in many cases of acute and chronic bleeding. 
The corpuscle index may many times decide the diag- 
nosis between varieties of anaemia. The coagulation and 
bleeding time and blood grouping with the selection of 
a suitable donor are often life saving steps to be taken 
before the patient enters the modern operating room. 

What Diagnosis Reveals. 

The white cells of the blood may fortell the outcome 
or may suggest the line of treatment. They are of great 
value in acute abdominal conditions, but, like all labora- 
tory reports, must not be allowed to dictate the line of 
treatment, for the mechanism which regulated the in- 
crease in w. b. c. may be overwhelmed, demoralized and 
not at work. 

The removal of a splenic tumor for example, should 
not be performed until the blood count has differentiated 
between splenic anaemia and leukemia. 

Spinal fluid is essential in cases that might be tabes, 
despite a negative blood serum. 

Basal Metabolic Rate is an essential preliminary to 
every goitre operation, as a guide to time and character 
of the operation and for the purpose of post operative 
control. 

Stomach contents, preferably by the fractional meth- 
od, should always be recorded in all but the acute abdom- 
inal cases. 

A stool examination; warm stage, and stained smears. 
may clear up many obscure abdominal complaints. 

Gall bladder drainage, non-surgical (by the method 
of Lyons) while not definitely established, might, if car- 
ried out as a routine, prevent an occasional unnecessary 
operation. 

Cystoscopic, ureteral catheterization, and kidney func- 
iton are necessary essentials before most kidney or blad- 
der operations. 

Blood cutures, cultures of pleural or other effusion on 
discharges. Their discharges may positively determine 
the treatment to be pursued. 

Value of the X-ray. 

The x-ray is, of course, a requirement in bone, joints 
and foreign body cases, in mastoid and other head sinus 
cases and in pleurisy. In kidney stone the x-ray rarely 
fails. In gall stones the x-ray is rarely reliable. The 
injection of bismuth paste into sinuses and x-ray stereos- 
copie plates may turn into a success, an operation that 
would otherwise have been a failure. 

The barium meal and x-ray may be of estimable 
value, but in the hands of the unscrupulous, or one who 
knows but little about the x-ray, the gastro-intestinal 
tract, and surgery, may do incalculable harm. In oesepha- 
geal diverticulum, stricture, spasm, or neoplasm one finds 
an ideal field for its usefulness; fluoroscopy and plates 
are essential. Defects in stomach and duodenal outline 
must always be checked up by re-examination after an- 
tispasmodics. Definite filling defects are about the most 
satisfactory of all clinical signs, and may, in selected 
cases render exploratory laparotomy unnecessary. 

The colon, short of a positive defect, may assume 
various positions and contortions without much 
pathologic importance. 

A barium x-ray examination of the gastro-intestinal 
tract is imcomplete without the barium enema. 

Tleocecal valve incompetency we have learned to dis- 
regard. 

Diverticule, or tumor, causing obstruction may be 
plainly demonstrated. 

“Adhesions” may be demonstrated, but their inter- 
pretation is most difficult and uncertain. The same may 
be said of the appendix, its visualization, or lack of visuali- 
zation, mobility contents etc. 
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I would urge that this often most important labora- 
tory data be not made a fetich. When such findings con- 
flict with the clinical h:story and physical examination 
they must be given second consideration and the first 
place given to clinical evidence coupled with rational 
reasoning. 

One thing more I would urge being done before the 
patient enters the modern operating room and that is 
“consultations.” Cultivate consultations. No one knows 
it all and even if he does, remember the Hippocratic Oath 
and let some of your confreres learn from you. A con- 
sultation, not necessarily formal, can never do any harm 
and is without question desirable. It is of benefit to the 
patient, your colleague and yourself. 

As autopsies are desirable in a certain percentage of 
cases after the patient leaves the modern operating room, 
so are consultations desirable before the patient enters the 
modern operating room, and the latter might in some 
eases have prevented the former. 

Surgical Procedure. 

I shall speak of but a few more, or less, common sur- 
gical procedures in this connection. 

For example: The tonsils. What is the tonsil being 
removed for? I would urge that this question be frank- 
ly discussed by the patient and the doctor. 

I am reminded of an instance in which a mother 
brought her rapidly growing boy of 12 years to me with 
the question, “Should his tonsils be removed?” She was 
unable to tell of complaint or symptoms that the boy 
presented. At my examination I could find no pathology, 
but his tonsils were rather large, so I referred him to a 
nose and throat specialist for an opinion regarding the 
tonsils. 

This specialist informed me that the boy’s tonsils 
should come out. I asked him, “why,” and was told that 
the boy would be better after his tonsils were out. I 
asked, “How better? In what respect? How was he bad now 
that he would be better after his tonsils were removed?” 


In reply this specialist said that he didn’t know that as 
he only examined his tonsils. 
Needless to say his tonsils were not removed. But 


that is the attitude of the pseudo specialist. Ques- 
tioning and discussion as to what may be reasonably ex- 
pected offer the operation, before it is performed will in- 
ject some logic into the subject and will increase the 
satisfactory results. 

What Constitutes a Diseased Tonsil? 

As showing the unsettled condition of the tonsil 
question, I may refer to the transaction of the last A. M. 
A. meeting in which a prominent throat man asks an- 
other, “What constitutes a diseased tonsil?” 

The answer is, “briefly: if we find the patient has 
an occasional sore throat or a continuous sore throat, be 
the tonsil large or small, if we are able to express infective 
material from the crypts of such tonsils, if the tonsils are 
hypertrophied and appear sore, if there is a history of 
general aching, muscular soreness and stiff joints, if, in 
addition, the patient has pains in the neck, shoulders and 
back, then I think we may assume that the tonsils are 
diseased and a menace to health.” 

The layman’s point of view is voiced in the follow- 


ing clipping: 
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“A tonsil party was held in the Andrews Hospital 
Thursday afternoon—six sets being removed. A pleas- 
ant time was had by all.” 

The above answer is one that would not automatically 
preclude discussion. The mere fact that the question is 
asked at this time, after the billions of tonsils have been 
removed shows that we may hope for a reaction against 
unwarranted tonsillectomy. 

The same holds true with the teeth. Another point 
that should be emphasized is that the effect is not always 
remedied by a removal of the cause. After joints, heart 
or kidneys have been organically damaged by an infective 
focus in teeth, tonsils, sinus or elsewhere, removal of this 
focus by no means assures remedy of the joint, heart or 
kidney disease. Patients frequently have such ideas, and 
they should be corrected before such operations are pre- 
formed. 

To explain to patients, or responsible relatives, that 
heart symptoms do not always improve after operation 
for goitre, might decrease the number of operations, but 
will increase the satisfactory results. 

Correct Diagnosis Essential. 

“Adhesions” is a term that covers a multitude of. sins. 
The results of operations for adhesions other than an 
acute obstruction, are most unsatisfactory, and before 
operating for such a condition, most careful pre-opera- 
tive study and consultation should be carried out. 

Had this been done before the first operation, that 
was followed by “adhesions” there is likelihood cf there 
being less frequent diagnosis of adhesions. 

Were I a preacher and desirous of having a good text 
upon which to hang a sermon, I would like nothing bet- 
ter than to talk about “chronic appendicitis.” But to 
sum the matter up in a very few words and give you the 
situation in a nut shell, I will quote from a small town 
paper’s column of “ personals” as follows: “Our genial 
fellow townsman B. Ware was operated on last week for 
appendicitis. He had it.” That is the layman’s point 
of view and should be very instructive to us. 

“Ulcers of the stomach” is so frequently diagnosed 
upon insufficient data, is so often incorrect that it is con- 
ducive to good results, that all of the possible preliminar- 
ies be called to one’s aid, before an operation for such a 
condition is recommended. 

“Floating kidney” is in itself, at this time, insuf- 
ficient ground for a fixation operation. As is likewise 
the fact that a uterus is retroverted does not, of neces- 
sity, call for an operation for its replacement. The ques- 
tion is, “What may the patient reasonably expect as a 
result of submitting herself to the-dangers (small or 
large) of an operation. 

Time and a wonderful opportunity to experiment 
(because of the comparative safety of an operation in 
the modern operating room) has shown conclusively that 
certain operations, for certain conditions, are entirely 
satisfactory, others merely incidents without influence, 
while others are positively detrimental. 

It is our plain duty to our patient to first make as 
correct a diagnosis as possible, (not to take the patient’s 
or some other doctor’s diagnosis) and then inform the 
patient what reasonably may be expected to follow an 
operation, before the operation is performed. 
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HIS subject has been largely discussed of late. 
To some it may seem trite. However, the matter 
is one of such vast importance, and there is so 

much to be gained by the technical training of sisters, 

that the subject will bear a brief repetition. 

Hospital conditions have reached a crucial point in 
the history of their existence. Some of the more ad- 
vanced secular hospital authorities are doing all in their 
power to keep their respective institutions up to the re- 


quirements of modern science. To open the advantages. 


of the latest discoveries to the public, state institutions 
are forming new and higher: standards for the nurse, 
while the Red Cross and the Salvation Army, in con- 
ducting their new hospitals, are profiting by their exten- 
sive war experience. 

If we Sisters expect to retain our high standards of 
nursing, we must also be on the lookout for improve- 
ments. From the days of Fabiola, the nursing Sister 
has gained such a hold on the hearts of the sick, that it 
would seem almost disloyal, to allow their trust in us to 
waver or weaken. The secret of the pioneer Sister’s suc- 
cess, outside the animating, spiritual force, seems to have 
been in the specialized training and work. 

Dorothy Mackay, in the July number of “The 
Modern Hospital,” gives a description of the efficiency in 
a Sister’s Hospital of 1360 years ago. The departments 
of this “Hotel Dieu” were conducted by specialists with 
such system and order, that one wonders whether a modern 
hospital is as well organized. With this rich legacy of 
centuries as a model, we have every chance in the world 
to improve it. For our fellowmen wish us well, simply 
because the Sister nurse has won national confidence. 

The American public still pictures us like Gerald 
Griffin’s Civil War Sister, 

“Unshrinking where pestilence scatters her breath, 
Like an Angel she moves ‘mid the vapors of death; 

Where rings the loud musket, where flashes the 

sword 
Unfearing she walks-for she follows the Lord.” 

Those were the days of heroines when the Spouse of 
Christ—followed the Lord, into the miasma of contagious 
diseases, into the smoke of the battle, and into the hovels 
of the poor. 

The Old-time Sister Nurse. 

Untold good was done by them. True, they had not 
all the facilities and inventions of modern medicine, nor 
means of acquiring a great amount of technical knowl- 
edge to aid in nursing. By the gentleness of their care, 
and by the endless hours of untiring watchfulness at the 
bedside, many a pain raked body was nursed back to health 
and vigor. We owe much to those good Sisters who 
started out in the nursing field. The Sister nurse of the 
United States must follow in their footsteps. She must 
be ever watchful and attentive at the bedside that the 
greatest possible good may be done for the patient. 

odern science, however, makes more and greater 
demands upon her. So much has been and is being done 
in a scientific way, in the matter of investigation and 
tests of various kinds to aid in the diagnosis and treat- 
ment of disease, that it is impossible for one Sister to 
do everything that is to be done at the present time for 
the patient. 


So, in order that the Sisters may cope with the re- . 


quirements, and may maintain the standards of modern 
medical science, those who have given the matter very 
serious thought have concluded that the best solution of 
this problem is the technical training of the Sister. That 
is, after a Sister has had her fundamental training in 
nursing—and this must by no means be neglected—and 
has shown aptitude for one special phase of the work, 


*Read before the Wisconsin Conference of the C. H. A., Fond du 
Lac, Aug. 31, 1921. 
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The Technical Training of Sisters for Hospital Work 


Sr. M. Praxedes, St. Mary’s Hospital, Madison, Wis. 





she should receive more training in that one branch. All 
her time, except that devoted to her religious duties, 
should be given to developing and perfecting herself in 
her assigned work. 

This point can be illustrated by giving a brief out- 
line of training, which could be easily carried out with 
the Sisters, the training school being for Sisters only. 
The curriculum of the training school should be based, 
as nearly as possible, upon the requirements of the state 
to which the school belongs. The students presumably 
novices, who may be deficient in preliminary studies, can 
be instructed in these branches before they enter the 
nurse’s training. This will have to be arranged accord- 
ing to the rules laid down by the different states. 

The ordinary course of training is three years, in- 
cluding lecture, class and practical work. It would be a 
good plan to intrust the teaching to older and exper- 
ienced Sisters. Let each Sister take charge of the branch 
in which she has had special training. 

The doctors can be of great assistance in the lecture 
field and in an advisory way, provided the medical staff 
has been appointed with this end in view. After the 
Sister has finished her course, she should take the State 
Board Examination for Nurses and become registered. 

Sisters Should Specialize. 

Up to this time, the training of the Sister has been 
general. She has had an opportunity to learn something 
of every branch of nursing, and has been given practical! 
experience in every department of the Hospital. Now 
that she has graduated and has been registered, she should 
have her technical training. Naturally, she should be 
given time and opportunity for further work and study 
along those lines in which she has given evidence of be- 
ing best suited, according to the needs of the hospital. 

The following are some of the branches in which 
the Sister could specialize to great advantage: Pharmacy; 
Laboratory, with all its various divisions, especially 
bacteriology, chemistry, histology, serology, examination 
of blood and excretions; statistics, including indexing 
and cross-indexing of case histories and the follow-up 
system; Dietetics; X-ray, including general and micro- 
photography. 

In each of these departments, the Sister can be given 
special instruction both of a theoretical and of a practi- 
cal nature. Here, also, the instructors should, if pos- 
sible be Sisters who have already become proficient in 
their respective work, and here too, as in the general 
training, most valuable assistance may be rendered by 
the medical staff. In this way, the Sisters can be trained 
to hold positions of responsibility. When they are needed 
in branch houses, the positions can be filled by those se- 
lected from the training school. 

The economic side must not be overlooked. The 
Sisters should have some instruction and practice also, 
in the various departments of household and culinary 
duties. A most excellent opportunity is offered for this 
course of training, during the first year, when the Novice 
is still in her so-called “strict novitiate.” 

The executive duties in hospital work also hold a 
very important place. Both during and after her train- 
ing the Sister can be given ample means of becoming 
familiar, step by step, with the business side of the hos- 
pital. The Sisters who manifest a special tendency or apt- 
ness in these lines, may be given a more extensive train- 
ing. 

We realize that a hospital which is to be owned and 
conducted by Sisters, should be managed by them in 
every detail. In order to conform to this idea and to 
operate a hospital after this plan, the Sister should be 
trained to understand fully the value of a new procedure, 
and if necessary, devise something new. 
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A nursing Sister is a nurse for life, so she must be 
ever on the alert to further the welfare of her patients 
and of her Community. She must at the same time, let 


her whole being bespeak Charity, which is inspired by 
faith and piety. She must see her divine spouse in the 
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poor and suffering, so that her every movement may be 
an administration of kindness to the Saviour of the 
Then the very rattle of her Rosary, will be 


music to her patients. 


world. 


The Hospital Laboratory 


Sister M. Jeanette, Fond du Lac, Wis. 


Six years ago, when the Catholic Hospital Association 
was in its infancy, the greater number of our Catholic 
hospitals were without laboratory facilities, and many of 
the others had only the very preliminary routine work 
done by the hospital intern. Today, thanks to the inter- 
est and encouragement of the American College of Sur- 
geons and of our own Catholic Hospital Association, I 
dare say, there is not a Catholic hospital without a labora- 
tory. 
Six years ago very little attention was given to the 
training of the non-medical laboratory technician. Today 
there are several medical schools in every section of the 
country offering special laboratory courses, and there is 
hardly a medical or hospital journal which does not con- 
tain one or more articles of special interest to the labora- 
tory worker. 

The hospital laboratory today is recognized as an in- 
dispensable unit. Without this department, no hospital 
can attain the end for which it was instituted,—namely, 
the highest conscientiously efficient care of the patients 
submitted to its charge. 

Complete Laboratories Required. 

Not only a laboratory, but a complete laboratory, is 
necessary for every hospital. This cannot be attained at 
once, but each hospital must continually endeavor to ren- 
der the span between itself and completeness smaller and 
smaller. Cases requiring more than the ordinary routine 
work are just as likely to register at a small hospital as at 
a large one. 

If the facilities are not to be had, the patient is us- 
ually, not sent to some distant larger hospital, but treated 
by the doctor according to his knowledge of the case, some- 
times to the detriment of the patient’s recovery. And who 
is to be blamed? The hospital; not the doctor. It is the 
duty of the doctor to encourage and demand the highest 
grade of hospital service, but it is the duty of the hospital 
to furnish it. 

The Laboratory Technician. 

The slogan of the twentieth century, “Progress,” 
must be our motto. We must never cease striving toward 
the goal, which keeps receding as we advance. And this 
is what makes the work most fascinating. We are always 
learning something new, always improving methods al- 
ready learned, and still we are never perfect. This serves 
as a wonderful stimulus. It is encouraging to know that 
ours is not a cutand-dried profession, which will bring 
us to a certain acme of accomplishment, and then leave us 
stranded upon the rock of conventional attainment, with 
nothing to do but stay there or descend. 

The laboratory technician must be a worker, a stu- 
dent a delver never satisfied. She must be a “live wire” 
to all that is going on in every part of the hospital. Her 
interest must not be focused within the laboratory only. 
No matter how often she performs a test, routinism need 
never result. 

We hear a great deal about routine laboratory work 
at the present time,—but as far as the laboratory worker 
herself is concerned, it need not, and should not be routine. 
If there is a real, wide-awake interest in a case, there will 
be comparison of the clinical and laboratory findings, to 
see how they corroborate, as well as continual observation 
of the improvement or decline of the patient. 

How can such work be considered routine? And is 
such a technician overstepping her limitations? No,—she 


is only maintaining her dignity as a thinking human be- 
tRead before the Wisconsin Conference, C. H. A., Aug. 31, 1921. 


ing, and not allowing herself to become a mere machine. 
Moreover, her interest and cooperation are appreciated by 
the doctor who is always grateful for a real, live, personal 
interest in his pat-ents and in his work. 

Technician and Nurse. 

The laboratory technician should, by all means, be 
also a nurse. Her knowledge of nursing will help her to 
appreciate the situation of the nurses, both on floor duty 
and in the operating room; it will be a bond of union be- 
tween herself and those with whom she must work hand in 
hand. Not every person has inclinations for laboratory 
work. No Sister should be obliged to continue in the 
work, if after a few months, she still finds it irksome. Un- 
less a person finds in her work a source of happiness, she 
cannot devote her whole interest and attention to its ac- 
complishment. 

Dignity of a Vocation. 

On several occasions during the past few years | 
have heard Sister technicians remark that they thought 
it appalling that so much is being demanded of them at 
the present time. I cannot perceive that too much is be- 
ing demanded of us. I think we should be grateful for 
the encouragement given us in our work, and should thank 
Almighty God for bestowing upon our scientific workers 
talents to solve problems, and to work out new methods 
by which the physicians can be aided in a rapid and ac- 
curate diagnosis. 

Should we not be glad that we have brains, and hands, 
and eyes, and health with which to serve God and aid the 
suffering humanity? Should we not consider it a bless- 
ing, rather than a burden, that laboratory work has pro- 
gressed as it has within the past five years? In no field of 
medicine or hospital work have such rapid strides been 
made as in the laboratory. Not only have numerous new 
methods been introduced, but the work has been simplified, 
and obsolete methods discarded. 

_ Shall we wait until our medical societies demand co- 
operation from us? No! We will work hand in hand pro- 
gressing and growing with them! Shall others demand of 
us that we do our duty? No! Our progress shall be 
directed by a higher stimulus; it shall not be the result of 
exterior force or demand. 

Every person engaged in hospital work and the care of 
the sick, should in consideration of the dignity and respon- 
sibility of this noble vocation, aim ever higher and higher 
toward the goal of perfection. Others shall not drive us! 
Our stimulus shall be our desire to aid suffering human- 
ity as much as lies in our power. 

Pressure Must not be Excessive. 

One of the greatest impediments of progress in our 
hospitals lies in the fact that one Sister is sometimes 
given charge of too many departments. Undoubtedly 
everyone present knows of one or more instances in which 
one Sister is in charge of two, three or even four depart- 
ments. 

I know a case in which one Sister, in a moderately 
large hospital, is in charge of the pathological laboratory, 
the X-ray laboratory, the pharmacy and the record de- 
partment; her only aid being such as one partly trained 
assistant is able to render. How can such a person make 
progress in each department as she should? The manage- 
ment of these four departments might be possible for one 
person, for a few weeks only, in case of emergency; but it 
is impossible that any human being should continue year 
in and year out to do this, and to do it well. 
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This situation is an injustice to the Sister herself, as 
well as to those for whom she is working. The good Sis- 
ter cannot do her entire duty, and this she knows as well 
as we do. It is a psychological law that the mind cannot 
pay primary attention to more than one subject at a time, 
—and here is one person called upon to attend, not to four 
subjects, but to four big bundles of subjects at once! 

Not only are some of our Sisters given too extensive a 
field of labor for concentration, but they are given an in- 
sufficient amount of help, so that the entire day, and even 
part of the night must be spent in hastening through 
routine work. Ask these Sisters whether they enjoy their 
work, and their reply must be, “No!”. And we can read- 
ily understand their position. 

To promote reasonable enjoyment the work will have 
to be lightened so as to give sufficient time, outside of the 
regular laboratory requirements, for the practice of the 
prescribed religious exercises, for meals and sleep, for 
quiet study, reading, concentration on special points, ex- 
perimental work, outside diversion and _ recreation. 
Through current medical, hospital, and scientific liter- 
ature there should also be a constant study and applica- 
tion of the tried methods of practical scientific workers. 

A few words may be said about the location of the 
laboratory. It should be well lighted, sufficiently spacious, 
well ventilated, and preferably in a quiet part of the build- 
ing. It should contain its own handy library of necessary 
reference books. ‘Mae work should go on quietly and 
smoothly, with no undue disturbance, each member of the 
laboratory staff knowing and doing her work, and each 
having some special branch for which she is held respon- 
sible. The order of work should be shifted from time to 
time, so as to prevent monotony. This arouses a feeling 
of oneness and teamwork, lessons confusion, and lightens 
the burden of the person in charge. 

The laboratory should at all times be accessible to the 
members of the medical staff, and assistance should be 
cheerfully given along any line of experimental and re- 
search work; but the laboratory should never become a 
waiting room for the doctors. A great deal of social ac- 
tivity during working hours does not tend especially to 
promote mental concentration. 


Concentration and Diversion. 

On the other hand, the mind that concentrates too 
intensely upon one point becomes narrow. This undesir- 
able result can be obviated by outside diversion. The la- 
boratory workers themselves can overcome this by always 
having some little side hobby at which they can spend a 
few minutes daily, and which will afford the mind much 
relaxation. It may be a little flower garden at which the 
laboratory Sisters can for a few minutes work together 
after supper; some light sewing,—each Sister doing just 
her own mending, learning to sew if she doesn’t know how; 
a short period of botany daily; a review of mathematics 
together; a few minutes of astronomy by observation in 
the evenings, etc. 

These diversions recreate mind and body, and keep 
both fit for work. An occasional trip to other hospitals to 
see how other people are doing things, or a summer course 
along special laboratory lines in some hospital or univer- 
sity is a wonderful stimulus. We all know the extra sup- 
ply of enthusiasm derived from these little excursions. 

The financial support of the laboratory is an import- 
ant question, often brought forward for discussion. A few 
of the hospital laboratories of the country have been en- 
dowed, or are supported by a special fund. The greater 
number, however, are self supporting, the funds being ob- 
tained by a charge made for the work done. 

And here we may say a word about the “flat fee” sys- 
tem used in many hospitals. All patients registered at the 
hospital are charged a similar fee, usually two or three 
dollars, in payment for any routine laboratory services 
which may be required, irrespective of the amount. This 
system has the advantage of saving time in the account- 
ing department, but it has never appealed to me. Many 
times the patient has very little laboratory work done, in 
which case he is paying for services not received. 
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Eliminate Superfiuous Tests. 

Again, a large amount of work may be required by a 
patient, in which case the hospital does not receive recom- 
pense for the labor and chemicals expended. Moreover, it 
has been noticed that where the flat fee system is used, 
some of the doctors are inclined to order a large number 
of unnecessary and superfluous tests, desiring in this man- 
ner to impress the patient. As a result the laboratory staff 
is overburdened and inclined to do hurried work. 

It would seem a better plan to have a standard fee 
table, making a minimum charge for each test done. If a 
large number of tests are performed for a patient, a rea- 
sonable deduction should be made. If a patient, is poor, 
or in any way unable to pay for the work done a deduc- 
tion, partial or total, should likewise be made. 

The physicians should be encouraged to avail them- 
selves of every necessary service that the laboratory can 
offer, irrespective of the financial condition of the patient. 
If the patient is a victim of poverty, our services are even 
more necessary, and the work should be done gratis. The 
one great primary purpose of the laboratory, the highest 
conscientious and efficient service that can be rendered to 
humanity, to the community, and to the individual must 
ever be born in mind. The fee is a secondary considera- 
tion only,—a necessity for the maintenance of the labora- 
tory. 

If this department is unendowed, it ought to be so 
managed that the income will meet the expenses, if it is 
to be a success since the other departments of the hospital 
have their own expenses to meet. The laboratory should 
possess all the equipment necessary to carry on rapid, up- 
to-date scientific work. 

Parenthetically, allow me to say that the most expen- 
sively furnished laboratory is not always the most efficient. 
The movement of the Catholic Hospital Association to 
encourage the hospitals to have Sisters trained as techni- 
cians is a great advantage. The consequent saving of 
large salaries enables us to maintain better equipped la- 
boratories, which, by careful management, can easily be 
rendered self supporting. Because of this, we must guard 
against regulating our fees according to those of other 
hospitals or of commercial laboratories. 

In most of our hospitals there is a definite amount of 
routine laboratory work required to be done on all pat’ents 
registered. Many of our laboratories, however, are be- 
ing overburdened by really unnecessary work laid down as 
routine, without due consideration of the real value to 
the patient. Of what diagnostic value to the doctor are 
the red blood count, the hemoglobin estimation, and the 
differential count in many of our daily appendicitis or 
tonsil eases? 

And yet, many of our hospitals have a routine law 
requiring all cases entering the hospital to have a com- 
plete blood count done. Naturally, the complete blood 
count costs the patient more than a white blood count 
would, and if the patient is a robust or even plethoric in- 
dividual, does he really need it? 

And how about the laboratory workers in these hos- 
pitals? No one can contradict me when TI assume that 
they remain in the laboratory, completing their blood re- 
ports for the next morning, until 10, 11 or 12 o’clock, on 
more than a few nights a week. Can this go on year in 
and year out without our Sisters losing interest and am- 
bition in the profession? How long are these Sisters go- 
ing to last? Physiologists tell us that from seven to eight 
hours of sleep are necessary for all, and especially for 
brain workers. 

Basic Data Necessary. 

A certain amount of work should be required upon 
all patients, but it should be restricted to what is abso- 
lutely necessary for all cases, both as an aid to the doctor 
and a basic data for the record. If more work is required 
for a patient, it should be done upon the express order of 
the physician. 

In special cases, such as nephritis and diabetes, there 
should be a systematic method of procedure wh'ch has 
been accepted by the medical staff after thorough discus- 
sion at the staff meetings. Th‘s method should then be 









106 


followed, regardless of who the physician may be, and 
without waiting for individual orders. This lessens un- 
necessary delay, and furnishes a uniform scientific method 
of procedure, relieving the doctor of the necessity of giv- 
ing to the attending nurse orders which must be passed 
through a series of transfers to the laboratory. 

For example, in our hospital, the doctor leaves word 
that Mr. X. is a sugar patient. The dietitian, the super- 
visor of the floor, and the laboratory technician are ap- 
prised of the fact. Immediately, and without waiting for 
special orders, the collection of a 24 hour sample of urine 
is started, and blood is taken for a blood sugar estimation, 
and for a Wassermann. 

After this is secured the diet is begun, the dietitian 
getting her information directly from the laboratory, and 
knowing from the very start the condition of the patient 
placed under her charge. During the entire stay of the 
patient at the hospital, the laboratory watches daily the 
effect upon the patient of the rise and fall of the diet, 
and the dietitian regulates the diet according to the labor- 
atory findings. 

The reports are sent daily to the patient’s chart. If 
the doctor feels that more elaborate tests are called for, 
they are performed when ordered. When the patient is 
considered by the physician to have sufficiently improved 
to be sent home, he is given a diet list, arranged by the 
dietitian according to his sugar tolerance. He is also sent 
to the laboratory, where he is taught the Fehling’s quali- 
tative urine sugar test. He is then provided with tubes 
and Fehling’s solution, with which to make his determin- 
ations at home, and told to report at the hospital from 
time to time for a blood sugar estimation, and probably 
for a little talk with the dietitian. 

Rules vs. Common Sense. 

For pathological tissue, a routine method should also 
be followed, which, however, should not consist of hard 
and fast rules, but be subject to common sense. 

There have been numerous discussions as to what the 
non-medical technician may do, and what she should not 
do in the laboratory. Some maintain that the reading 
of the Wassermann reaction is too delicate a procedure to 
entrust to a non-medicially trained mind. Others assert 


HOSPITAL PROGRESS 


never be accepted except from a laboratory worker with a 
medical degree. It is not my desire, nor am I in a posi- 
tion to express an opinion. 

Would it not seem logical, héwever, not to draw 
circles and boundary lines, but to allow the non-medical 
technician to do the work for which she has been found 
reliable by proper authority, after a thorough, well 
grounded training under capable instructors? Not every 
hospital located in a small city or town can secure the 
services of a laboratory technician with a medical degree. 
Shall the surgeons of these hospitals be deprived of the 
benefit of a quick frozen section? Would it not seem bet- 
ter to allow a non-medical worker to take a thorough 
course in histology, and in gross and microscopical path- 
ology, and after that, to accept her reports upon tissues? 

In most cases, the report would be of great value, and, 
should there be doubt as to its correctness, the tissue and 
slides could be gone over by a member of the staff having 
the advantage of a training in microscopical pathology; 
or be sent to a pathological laboratory for a subsequent 
examination. And right here, let me say that some of 
our Catholic hospitals are doing this. 

Standardization Necessary. 

It gave me great pleasure to read Dr. R. B. H. Grad- 
wohl’s article in the January 8th copy of the American 
Medical Journal in which he emphasizes the great de- 
mand for the non-medical laboratory technician, and the 
necessity of some method of standardization. 

Dr. Gradwohl’s paper has aroused interest, and I hope 
the day is not far distant when a National Laboratory 
Technicians’ Association will be established with a state 
examining board, similar to that of our State Registered 
Nurses’ Board. Although no comparison can be drawn be- 
tween the nurses’ board and ourselves, still, undoubtedly 
some method of grading our laboratory technicians can be 
worked out; and when that is accomplished, more inter- 
est and better qualifications for the work will result. The 
demand for non-medical technicians is growing so rapidly 
that organization is necessary in order to reach and main- 
tain a high standard for our laboratories. 

Again, let me repeat, that we must never forget the 
end and object of every hospital,—namely, the highest 


that a report upon pathological tissue findings should conscientiously efficient service to humanity, to the com- 
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munity, and to the individual. With this ever in view, 
we shall never slacken in our endeavor for better, and yet 
better service. 

We, the Sister technicians, shall press forward, al- 
ways grateful for interest and encouragement shown us 
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in our work, but never depending upon that as the incen- 
tive of our endeavors. Our stimulus is a higher force,— 
the hope some day to be considered worthy to hear from 
the Master’s lips, “Well done, thou good and faithful ser- 
vant.” 





Sister M. Berenice, St. Josephs’ Hospital, Milwaukee, Wis. 


This paper is written, not at all with the object of 
giving valuable information, but with the idea of stimu- 
lating discussion and thereby bringing out much of value. 

Dietetics is defined as the science of the regulation 
of food, for normal and abnormal conditions. This 
science is necessarily very closely connected with the 
chemistry of food, its cost, care, and cooking, and with 
physiological chemistry, which includes the digestion, ab- 
sorption, and metabolism of food material. 

Every person with some business education knows 
that enormous sums of money may be saved by prudent, 
timely purchases, in large quantities when possible. A 
discussion of the question of economical and wise pur- 
chases would doubtless be welcomed by most of us. 

The proper care and preservation of food is also a 
question of much importance, but depends mainly upon 
the conscientious care of those directly supervising this 
matter, as also does the utilization of odds and ends. 


Good Cooking and Proper Serving. 

Do we all agree as to what “good cooking” means? 
Does it mean good food, thoroughly cooked, with its origi- 
nal flavor unspoiled, served very hot or very cold, as the 
dish demands, and moderate variety? Or does it mean 
fancy dishes, with borrowed flavors, high seasonings, 
much sweetening, the identity of the original food being 
practically destroyed? The present-day taste seems to 
tend to the latter, and doubtless much discontent is created 
because of our difference of opinion as to the proper de- 
finition of “good cooking.” 

A few opinions on this subject might help some of 
us solve our problems. 


1Read before the Wisconsin Conference, C. H. A., Aug. 30, 1921. 





Are meals in the hospital best served hot? This 
question is one that has never been completely und sat- 
isfactorily answered. Why! Because no matter how ideal 
the hospital arrangements may be, the fact that small 
quantities are served, and departments are often large, 
the tray being carried a great distance, makes it difficult 
to serve patients with food as hot as that served at table. 
Then too, a careless nurse or maid may counteract, by her 
lack of thought and management, all the advantages she 
enjoys for serving food properly. Conscientiousness and 
good management on the part of those supervising the 
serving of food is more necessary than ideal facilities for 
service. 

A large stove, good steam heater, well warmed covy- 
ered dishes, and good kitchen maids, are of great assis- 
tance. , 

How much variety should the menu possess? How 
can the diet be varied without too much mental strain on 
the part of those planning? What plan can be presented 
to us today that will answer these questions satisfactorily? 

How far should the patient’s personal tastes be 
acceded to? How can patients have their likes satisfied 
without causing considerable extra work in the kitchen? 

A Few Considerations. 

There are a few matters that might receive more 
consideration in the average hospital. 

Patients on the whole should be encouraged to drink 
more water, except in special cases where large amounts 
are prohibited. Cathartics might be administered less 
freely, hot or cold water, especially in the early. morning 
before breakfast, being given instead. It is well to remem- 
ber too, that an increase of fruits and vegetables (when 
allowed) in the diet, and a decrease of starchy and con- 
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centrated foods, helps to eliminate the necessity of medi- 
cine. 

The average nurse is apt to be somewhat thoughtless 
in feeding the liquid diet patients, forgetting that broths, 
fruit juice, and strained soups contain little nourishment, 
and that proper portions of protein, fat and carbohydrate 
ought to be maintained as well as possible under the cir- 
cumstances. 

How much of dietetics should be taught to a nurse? 
Surely, not enough to make a full-fledged dietitian of her, 
but sufficient that she will be able to figure intelligently 
the caloric value of a meal, about how many calories 
should be contained in the day’s diet, to tell about what 
percentage of protein, fat and carbohydrate are contained 


While an ardent admirer of Florence Nightingale, in 
whom I recognize not only an ideal nurse but a noble 
woman and a religious woman as well, one possessing in 
a high degree the sterling qualities and virtues that 
prompted her to give up home and fortune for the love 
of Him who said: “Whatsoever ye do unto the least of 
mine, so have ye done unto me”—and while I have always 
held this grand woman in the highest veneration before 
the minds of our nurses as their exemplar, yet I feel that 
for the good of religion, too little has been said of the 
sister-nurse as teacher and instructor. The C. H. A. 
however is bound to bring about this evolution and the 
sister-nurse will be given her place in the nursing world 
as teacher and model of our nurses. Sister Magdalene 
struck the keynote when she pointed out the sister-nurse 
as the proper person in our catholic hospitals, to give the 
nurse her training. The nurse thus trained by the sister- 
nurse, will carry away with her, the religious principles 
that go to make up the real nurse, the nurse who realizes 
that oftentimes, the soul of her patient is in a sadder 
condition than the clay that surrounds it. Nor can we lay 
aside the underlying principle that the nurse must first 
of all be a good woman, a religious woman, if she is to 
overcome the many temptations she is bound to encounter 
in her noble, yet at times dangerous career. And we 
sisters too well know the many ways in which the faith 
and morals of these young women are exposed, not to be 
alive to the duty we owe them. 


The nurses thus trained by the sisters, remain the 
lifelong friends of the sisters and their Alma Mater. 
Their influence with the patient is readily recognized as 
beixg imbued with the teachings of the Church while with 
the Doctor, instead of being a factor of division, us ex- 
amples have not been rare, before the advent of the sister- 
nurse, she now becomes a strengthening link in the great 
chain which should bind us all together, the nurses, the 
Doctors and the Sisters, if we are to bring about this 
desired teamwork so earnestly advocated by our worthy 
president and without which our work would become a 
wearisome burden. 

Our Superiors will not fail to see the necessity of 
earefully selecting the sisters who have for this work, 
the “nursing instinct” as Sister Magdalene puts it, and 
see, too, that their instruction is not limited to the three- 
year course that gives them the School Diploma and en- 
titles them to an R. N. Certificate. There should be no 
limit to the instruction of our hospital Sisters who are to 
be responsible for the training of our nurses. Just as the 


*Read at the Illinois Conference of the Catholic Hospital 
Association, March 29 and 30, 1921. 
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Sister Marie, Huber Memorial Hospital, Pana, III. 








in the common foods, and what proportion of each food 
principle is desirable. Also the use of protein, fat and 
carbohydrate in the body, and the end products. She 
should realize the importance of diet in disease, and the 
necessity of following the physicians’ orders accurately. 
A list of liquid, soft and light diet foods in each depart- 
ment helps to guide the nurse. 

Practically, it is well for her to know how to prepare 
properly a large number of liquid and light diet foods, as 
well as a few of the dishes comprised in-a general diet. 

What is the best method of teaching the nurse practi- 
cal dietetics, sending her to the main kitchen, or giving 
class instruction? There seem to be objectionable and 


good features in both methods. 





high school teachers have their summer schools, so should 
it be with our hospital sisters. 

It would be to the advantage of the smaller hospitals to 
have their sisters see what is being done in the larger hos- 
pitals by way of post graduate work. 

Our Conferences and Conventions in bringing the 
sisters together will help to broaden out our views. I be- 
lieve, however, that the sisters would make a greater 
effort to come to the Conventions prepared to give their 
views, if the meetings were more exclusive. If our Doc- 
tors are to take the stand, many sisters, I fear will remain 
silent. This could be arranged by having the Doctors and 
Nurses hold separate conferences and have one general 
final meeting. 

Much has been said of the shortage of nurses and 
much more remains to be said; yet is there not another 
shortage, the sister shortage, which should likewise con- 
cern us? How many ot us who were present at last year’s 
Convention, carried away with us the words of Dr. Tuohy 
of Duluth? There was at least one vocation gained to 
the Sisterhood through this inspiration. We all real- 
ize that more sisters are needed in all our hospitals! 
Various campaigns have been successfully conducted to 
raise funds for our work and to encourage young women 
to enter our schools. No one has, so far as I know, 
thought of a campaign, with the exception of the good 
Doctor from Duluth; and yet, I believe that such a thing 
could be brought about. True, we cannot create vocations 
to the religious life but I believe there are vocations be- 
ing lost for want of enlightenment and encouragement. 
If without over-loading our present program, a confer- 
ence to this effect could be brought about, I believe we 
would benefit by one another’s views. 





DISTRICT CONFERENCE OF OHIO CATHOLIC 
HOSPITALS. 

District Number 4, of the Ohio Conference of the 
Catholic Hospital Association of the United States and 
Canada, held its first regular meeting at the Convent of 
Our Lady of Mercy, Freeman Avenue, Cincinnati, Ohio, 
on December 6th, 1921. 

A paper describing the duties of the head nurse, was 
read by one of the Sisters. A discussion of the paper 
followed. Local hospital problems were also discussed. 

Those present were: Sister Rose Alexis, Good Samari- 
tan Hospital, Cincinnati. Sister Alexandria, Seton Hos- 
pital, Cincinnati, Sister Mary Blandina and Sister 


Mary Ellen, Portsmouth. Sister Mary Grace and Sister 
Mary Gervase, Mercy Hospital, Hamilton. 

The next meeting will be held at the Good Samaritan 
Hospital, February 28, 1922. 

















Report of the Conferences. Catholic Hospital 
Association, St. Paul 


V. Report of the Conference of Supervisors of Records 
Sister M. Carmelita, St. John’s Hospital, Cleveland, Ohio, Chairman 
(Conclusion) 


Dr. Rassieur: I should like to make a motion that it 
is the opinion of the meeting that a Sister be appointed 
to file the records and’ look over the records to see that 
they are properly written. 

Motion seconded. 

Dr. Coughlin: I would amend that by suggesting in- 
stead of that a Sister should be delegated to that duty, 
that it should be the duty of the hospital to see that the 
records are properly kept. I think that is the general 
opinion anyway. 

Rr. Riley: 
cords. 

Dr. Coughlin: 
Sister or not. 

Dr. Riley: 
records. 

Chairman: Does that mean that the record super- 
visor is responsible? 

Dr. Riley: That is the way it is understood. 

Dr. Coughlin: For seeing that it is done, calling the 
attention of the doctor to the fact that the record is incom- 


Let the sister be responsible for the re- 
Make it the hospital, whether it is a 


She is eventually responsible for those 


plete. 
Dr. Simonak: I second the amendment. 
Chairman: It is moved and seconded that the Sister 


in charge of the record room be responsible for all histories 
and that the hospital should see that the histories are com- 
plete, that this devolves on the hospital. 

Motion unanimously carried. 

Chairman: Who should take the patient’s history? 
Is the intern qualified? I would say yes, the intern 
should take the history subject to the approval of the at- 
tending physician. Are there any objections to that? 

Dr. Rassieur: I think, wherever possible the history 
should be written by the man who sends the patient, for 
this reason, the intern comes into the hospital for instruc- 
tion only, while the attending physician is a licensed doctor. 
The state considers him able to do business, and it is his 
duty to instruct the intern. Other than that, the intern 
gets nothing for what he puts into the hospital. The in- 
tern ought to be present when the history is taken and 
profit by the opportunity of being present. 

Dr. Simonak: We have ten interns and the interns 
take the history. Then they are checked up. If the his- 
tory is not complete, they have to make an addition or cor- 
rect it, and in that way we believe that our entry is right, 
because we know if we leave it to the attending doctor we 
will never get the histories. 

Dr. Coughlin: I quite agree with the last gentleman. 
It is the duty of the intern to take the history, and I think 
if there is an attending physician who isn’t kind enough to 
take the intern and go over the case with him, that attend- 
ing physician does not do all he can for the hospital. If 
he will be so kind as to take the intern and go over the 
case with him, the young man will appreciate that very 
much, and it makes the hospital in better demand among 
interns; and you know it is becoming quite a question to 
get interns in some cases. 

Chairman: How about the hospitals that have no in- 
terns? 

Dr. Coughlin: In those hospitals, if they are more 
than fifty bed hospitals, it would not be long before they 
could easily secure interns, because the most valuable hos- 
pitals are the most sought for by interns; and just as a 
hospital is valued in the eyes of an intern it would be 
sought by him. You would not have so much difficulty in 
getting one. There is not such a serious shortage of in- 
terns as there used to be. 

Dr. Rassieur: I move that it is the opinion of this 
body that the history be written by the intern under the 
guidance of the doctor who sends the case in. Of course, 
that implies that if there is no intern in the institution the 


doctor writes his own history. 

1This is the fifth installment of the complete reports of sectional 
conferences at the St. Paul Convention. The meeting of the Supervis- 
ors of Records took place on Thursday, June 23, from 10 A. M. to noon 
and from 2 to 4 P. M. A further report will be printed in the April 
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Motion seconded and carried. 

Chairman: What is the proper time for doctors to 
write and sign histories? 

Dr. Simonak: The second question explains that, I be- 
lieve, because the intern takes care of it. 

Chairman: I wonder if that does not mean what time 
the intern should take the history. 

Dr. Rassieur: As soon as convenient, and certainly 
within 24 hours after entry. 

Dr. Simonak: And the surgical history should be 
taken before the operation. 

Dr. Rassieur: And the medical ought to be before 
the pat.ent is given an anaesthetic. 

Dr. Rassieur: I move that it is the opinion of this 
body that the histories be written as soon as possible, and 
certainly within 24 hours after arrival in the institution. 

Dr. Simonak: I second doctor’s motion. 

Motion carried. 

Chairman: What is the general amount of salary 
paid to historians? 

Dr. Rassieur: That depends a good deal on the mar- 
ket. I think that is a duty which ought to be delegated 
to a Sister, and if it is delegated to a Sister you can set 
any price on it you wish and it is all the same. I move 
that this duty ought to be delegated to a Sister. 

Dr. Riley: I second that motion. 

Motion carried. 

Chairman: What use should be made of a case re- 
cord—when the patient recovers—when a patient dies? 
Or, what use should be made of all case records whether 
the patients recover or die? 

Dr. Rassieur: I take it they ought to be used to in- 
struct ourselves: whether we are doing the right thing; 
whether we are doing the right operation for the right 
condition; whether we are not doing more harm than good; 
whether we are employing a remedy which we‘ know by 
experience is giving no results. In other words, I mean 
that the histories ought to be summarized. We ought to 
take an inventory of our diagnoses and our treatment; con- 
= our diagnoses by autopsies and our treatment by re- 
sults. 

Chairman: Do you agree with the Doctor? 

Dr. Simonak: I will go a little further. We use the 
clinical histories, take different subjects, such as appendi- 
citis, hernia, etc. We summarize and draw statistics from 
that and the follow up, etc. Then we use it before the 
staff. that is, we read a paper and discuss a patient that 
dies. If the doctor did not treat the patient right he is 
criticized, etc. me 

Chairman: That would mean that the case records 
of patients that recover would be used for summary, in- 
structions, reference, and what else? 

Dr. Simenak: Research. 

Dr. Rassieur: I move that all histories should be 
filed for consideration from time to time, for the purpose 
of noting advices and errors. I notice—will you let me 
divert for a moment—there is a little bit too much of a big 
stick exhibited in finding fault with the doctor. The doc- 
tor isn’t perfect you know, but he isn’t altogether bad. 
There is some good in him and you ought to know that too 
as well as the bad. At the meeting last night they seemed 
to take a fiendish glee in hauling a doctor over the coals 
who happened to have a death. A death can happen to 
anyone, so for that reason I make the motion that all his- 
tories should be filed. 

Motion seconded and carried. a4 

Chairman: How to secure paper-saving under the 
present circumstances? Should not records be simplified 
to eliminate waste of paper and time? That ought to be 
taken up by the special record committee. 

Dr. Ccughlin: I move that time-saving would be ac- 
complished by adopting a uniform system of records 
throughout the organization. 

Dr. Simenak: I second that motion. Motion carried. 

Chairman: What is to be understood by following up 
the case? Should all cases be followed up? 
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Dr. Coughlin: All serious cases should be followed 
up, and by that I mean that a letter is written to the pa- 
tient at least once a year for a varied length of time; in 
cancer cases up to at least five years, and the responses to 
these letters should be filed, or a summary of the responses 
should be filed on a card. Or perhaps questionnaires are 
sent out and those eee. are filed with the pa- 
tients’ histories. 

r. Rassieur: I think that should be done with every 
case, ah, if they are not serious, because sometimes we 
think they are not serious when they are. Then again it 
has an advantage, because I find in our institution we get 
nice letters back from the people. They seem to be flat- 
tered that the Sisters still remember them after six 
months. It makes friends for the institution. On more 
than one occasion I have heard people say that they would 
rather go to these Sisters’ hospitals because, if you once 
go in there, they seem to take an interest in your welfare 
ever after; so it pays. It doesn’t take much time. Sup- 
posing you agree to follow six months after date when 
you discharge acase. Six months from that time you send 
your first letter. An instituion of 160 beds would dis- 
charge six or ten cases a day. It is not much effort on 
the Sister’s part to send out six or ten questionnaires. It 
is done in ten minutes’ time. Each one takes about a min- 
ute. They are printed postals, returnable. It is a court- 
esy which the people certainly appreciate; the whole 
family appreciates it. 

Dr. Simonak: Do you write to every case? 

Dr. Rassieur: In the filing room the Sister writes to 
every case that has been discharged. 

Dr. Simonak: That is, all the tonsil cases? 

Dr. Rassieur: Every case that has been in the house, 
tonsil cases too. 

Dr. Simonak: You mean that they write a personal 
letter to each patient? 

Dr. Rassieur: They have a printed form: “What is 
your condition today? Have you had a recurrence,” some- 
thing to that effect. Offhand I can’t tell you in detail what 
is on our card. 

Dr. Simonak: 

Dr. Rassieur: 

Dr. Simonak: 
object to that? 

Dr. Rassieur: 


Is that a printed card? 
Yes. 
Don’t you think some patients would 


You could enclose it in an envelope. 


The question now is whether to send it to each and every 


If you want to enclose it in an envelope with a 


patient. 
Repeat them once in 


return postage, that is your choice. 
six months. 

Dr. Riley: May I ask the Doctor how soon after the 
case is discharged before he begins to follow up? 

Dr. Rassieur: Six months. 

Dr. Riley: How long do you continue? 

Dr. Rassieur: In ordinary cases, if they respond that 
they are well, we don’t further continue, unless it is cancer. 

Miss Perkins: At the University of Michigan we send 
a card down to the Social Service Department stating that 
a certain person was discharged today, and they keep the 
cards down there according to date. That is, say, today, 
the 23rd of June, then a year from the 23rd of June those 
cards will be marked the 23rd and one of those question- 
naires is sent out. Our Social Service Department takes 
care of them. The answers come back to them and they 
record it on a card. 

Dr. Simonak: I don’t believe that it is advisable to 
follow up every case. There are so many minor things. 
We don’t want to make that motion too broad, because they 
will understand that they have to follow up every case. 
There are some things that nobody asks us to follow up, 
and we certainly don’t want to, because it means every 
year, or twice a year, you send out so many letters. 

Dr. Rassieur: No, it is every day of the year you are 
sending out letters, not twice a year, and you are only 
sending out six or eight. 

Dr. Simonak: I don’t believe that anybody will ask 
us to send a letter to every patient. 

Dr. Rassieur: It is not a question of what the people 
ask us—it is a question of duty—what we think is right. 

Dr. Simonak: Then leave it to the different hospitals 
to decide the cases that they think ought to be followed up. 
Take, for instance, ingrowing toenail, or anything like 
that. You wouldn’t want to follow that up, would you, 
Doctor? 

Dr. Rassieur: It wouldn’t hurt to follow it up. Sup- 
pose it recurs. If it is well in six months, chances are it 
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will stay well. Don’t follow it further. We are com- 
pelled to do nothing. In fact, it is our duty to do certain 
things. Even at this grand assembly, in the grand con- 
vention hall, they cannot compel us to do anything. It is 
just a question of duty, and I think the purpose here is to 
consider the philosophy of duty. 

‘ ‘om Simcnak: That is about five cents for the hos- 
pital. 

Dr. Rassieur: Why, the returns on that five cents 
will bring you more returns. 

Dr. Simonak: Do you get all the letters back? 

Dr. Rassieur: Supposing we don’t. We have done 
our part. Our minds are cleared. 

Dr. Simonak: The motion to make it every case is 
too broad. Leave a little leeway for the different hospitals, 
so they wont have to follow every case. . 

Dr. Rassieur: They don’t have to follow anything 
they don’t want to. It is just a question of duty. One of 
the duties of this work is to find out whether the doctors 
are doing good work. Now I take it for granted the better 
a doctor the more anxious he is to have his case followed 
up, and the fellow who isn’t very anxious to have his mis- 
takes uncovered certainly would not care one iota to have 
any of his cases followed up. If you leave it to many of 
the doctors that came to the institutions there would be 
no case followed up. 

Dr. Coughlin: In following up the cases the Sisters 
will get an opportunity of seeing what work is most bene- 
ficial and will have an opportunity to determine. Of 
course, Sisters being lay people are not always competent 
to judge who is who in medical and surgical work, but in 
the follow-up system of the work that has been done by the 
practitioner the best answers come, I think, from patients 
of the best physicians and surgeons, and in that way the 
Sisters and others will get an opportunity of determining 
the class of physicians that they are dealing with. The 
hospital has already done so much locally, which was for 
the uplift of the physicians, that it is almost incredible the 
limitations that have been put on surgical work where the 
follow-up system is adhered to for some time afterwards. 
Especially is this true in cancer cases and obscure abdom- 
inal conditions. We find that there are certain individuals 
whose patients have had operation, operation, operation, 
and it is going to show you the kind of work that is being 
done in the institution. I think it is a little too drastic to 
expect all of the hospitals to immediately adopt a plan of 
sending follow-up letters for a period of six months to 
five years to all of the patients. If a certain amount of 
discretion is exercised, I think you are more likely to gain 
the support of the body as a whole. I think that we ought 
to agree that it is of very great benefit to the hospital to 
establish a follow-up system and that it ought to be left 
pretty well to the discretion of the Sisters and staff as to 
just how many of the cases are to be included in the follow- 
up system. There isn’t any question at all about its value 
to the hospital. A follow-up system is one of the best ad- 
vertising means. Those surgeons who are doing the most 
work throughout the country are those who have that fol- 
low-up system. It is very flattering, as the doctor has 
said, for the patient to be noticed so long after his case, 
to be under the observation of his surgeon and of his hos- 
pital for so long a time after he leaves the institution. 

Chairman: Will you make that a motion, that it be 
left to the hospital and the staff to follow up as many cases 
as they deem necessary and proper. 

Coughlin: I move that it is the opinion of the con- 
ference here that every hospital ought to have a follow-up 
system, varying from six months to at least five years, 
in cancer cases; and that the scope of the follow-up sys- 
tem and the number of patients to be included in this fol- 
low-up system, the various kinds of diseases, etc., must 
be left to the discretion of the staff. 

Dr. Rassieur: I would like to amend that motion as 
follows: That all cases be followed up at least one time, 
and others as often after as the institution sees fit. 

Dr. Coughlin: I accept the amendment. It is the 
opinion of this conference that all cases should be followed 
up for at least six months and that serious cases should be 
followed up for a period of time at least five years in can- 
cer cases. 

Motion seconded and carried. 

Conference continued at 2 P. M. 


SECOND SESSION. 
Chairman: Who is the proper person to write the 
operating record, the doctor or assistant ? 














Dr. Rassieur: The doctor, I think, because he is the 
one who is responsible for the operation. The court holds 
him responsible in case of accident. It is the sense of this 
bedy that the doctor is directly responsible for the operat- 
ing record, and if he sees fit to delegate that responsibility 
to someone else that is his affair, but he alone is respons- 
ible. That is a motion. 

Chairman: It is moved that the doctor be responsible 
for the operating record. 

Motion seconded and carried. 

Dr. Rassieur: I would like to say one word about the 
indexing system. The indexing system depends a good 
deal on what the doctors demand, because you cross index 
for what they really want. We make observations at a 
certain time, and write in on the history for the express 
purpose of indexing it. 

Chairman: I wonder if that could be made uniform? 

Dr. Rassieur: I don’t think it can. The doctors who 
are doing certain work on, say, diseases of the lungs, and 
have a very extensive schedule laid down. Observations, 
say, of pneumonia may have 57 questions to be answered 
on a single case. A special card is made out and they have 
to answer them. It is very easy for the Sister filing, to 
tear that card off and lay it aside with this information 
on, and they have a certain number of such histories on 
these cards. They can add up these different answers and 
get the result. It depends on the hospital—how they work 


it. 
Chairman: Follow up systems and results obtained? 
Dr. Simonak: We have our record Sister taking care 
of that. Every month she sends out the letters of inquiry. 


We have been doing that for the last three years. Some- 
times we ask a doctor if he wants a report, or, probably, 
some of the folks. We found that we got about forty per 
cent replies. 

Chairman: When a patient leaves the hospital do you 
record him as cured, or whatever it is, if you have a fol- 
low-up system; or do you leave that space blank? 

Dr. Rassieur: When the patient is well we mark it 
“Well”, but we follow up, anyway, because we may be 
wrong. That is one way of. checking up whether the ob- 
servation is true or not. We may have thought the pa- 
tient well, but he may not have been well, and we find out 
with the follow-up system where we were in error. 

Chairman: Something of an outline as to proper fill- 
ing out summary cards and follow-up records? 

Dr. Simonak: It is customary to follow the summary 
card proposed by the American College of Surgeons. It has 
the name, personal history and, if it is an operative case, 
the main points mentioned in the findings. Then it has 
some of the complications and the result. That is about 
the way, I believe, it is customary to fill out those records. 

Dr. Rassieur: There have been several follow-up 
records and summary cards published in the past in the 
Hospital Progress. Look up your Hospital Progress and 
you will find several institutions have published their sum- 
mary cards and their follow-up records. They are all 
following about the same scheme, and I don’t think it 1s 
wise for us to try to dictate here now a summary card 
or follow-up record, because we are bound to leave out 
something important. 

Q. Should a summary card be kept of all patients in 
the hospital, tonsil cases included? 

Chairman: I think so. 

Dr. Rassieur: Everything. 

Q. Who should make them out? 

Dr. Rassieur: Summary cards should be made out by 
the Sisters in charge of them. 

Q. Are the doctors supposed to sign the summary 
cards? 

Dr. Rassieur: So much the better. Let him write 
it and put his signature to it, or he might add something 
to it. 

Q. What is the doctor supposed to sign? 

Dr. Rassieur: In some institutions he signs the sum- 
mary card. In all institutions he signs his history. 

Dr. Simonak: I think it is advisable to sign both. 

Dr. Rassieur: Sure, if you can get him to do that. 

Chairman: How many years should records of pa- 
tients be kept? 

Dr. Coughlin: As regards the more uninteresting 
cases, such as tonsil, abscess, minor surgical procedures, 
and so on, it is probably not necessary to keep those for 
any great length of time. But cancer cases and major 
operations, I think those records ought to be kept for more 
than five years at least—say ten years. I know it takes 
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lots of space, but I believe it is of value. While I am here 
I would like to ask whether there is any effort made by 
any of the hospitals to keep a card index of the physicians 
on varying results and cases, or kinds of cases, that they 
have in the hospitals? I think it would be a very desir- 
able thing to know just exactly the kind and character of 
the work of each member of the staff. I think that can 
only be done by keeping a card index. That could be done 
entirely in the record room. No necessity to take the staff 
men into consultation on that at all. 

Chairman: We use an index, or summary card, in 
that way, under the doctor’s name and filed in the date of 
discharge. The last patient discharged is right in back of 
his name. Then you have all the necessary information 
on the summary card, the result, and whether it is surgical, 
and the kind of operation, and what was done and every- 
thing else that is necessary on the card with the summary 
of the case. We used to file the summary card numer- 
ically, the same as a chart, but had no use for it in that 
way. So when doctors are interested in looking over their 
cases. all they have to do is to go to their name and pick 
out the cards. 

Dr. Coughlin: For your own benefit it would be well 
to know the number of days each doctor had in the hos- 
pital, patient days, I mean, for the year; the different kinds 
of diseases that he treated in a year; the success attending 
his efforts as shown by the follow-up system,—something 
of that kind. A special card is provided for each physi- 
cian. It is really very simple, if it is carried on at the 
same time as the other work is done. It does not take 
much additional time to get that doctor’s card when the 
patient’s record comes in, and you can file the number of 
the patient, another number for the disease the patient 
had, the number of hospital days that the patient was in 
the hospital, the operation performed, etc. 

Chairman: What would you say, Dr. Riley, as to how 
long the records should be kept? 

Dr. Riley: Iam quite in accord with the other doctors 
that the minimum should be five years, and the important 
cases, for instance, cancer patients, for a longer period, 
say ten or even fifteen years. 

Dr. Rassieur: I think that ought to be controlled a 
good deal by the laws of the state. A prominent surgeon 
is being sued. He took out an appendix ten years ago. 
The patient has had another attack of appendicitis and a 
doctor operated and says a part of that appendix is still in 
there. They will have to have that record in court. The 
doctor will have to have it in court. He will need it to 
defend himself. If he entrusted that to the Sisters they 
are in duty bound to keep it for him, or, before they de- 
stroy it, they should let the doctor know, for he may want 
to keep it to protect himself. 

Chairman: There are times that an accident case 
comes in and stays for a day and there is a damage suit, 
and it possibly takes three or. four years to get it straight- 
ened out, even longer than that. 

Dr. Rassieur: The court goes on the theory that the 
patient is not a doctor and does not know how serious the 
case was, and for that reason they open the case even 
though a long time has elapsed. 

Dr. Riley: As regards the legal phase of it, the 
statute of limitations would govern that. In Nebraska, I 
think it is five years. That is, the suit would have to be 
instituted within five years after the operation. 

Dr. Rassieur: That has been set aside in the state 
of Missouri in the case I just told you about. Of course, 
the physicians should be protected from that viewpoint 
also. 

Dr. Rassieur: I think the records should be kept as 
long as possible. If the hospital wants to destroy them it 
should at least let the doctor know so he can take charge 
of them if he wants to. He alone is responsible for him- 
self. Don’t you think that would be the better plan? I 
move that the hospitals keep the records for all time. 

Motion seconded. 


Chairman: How about the space for storing them in 
ten years? 
Dr. Rassieur: You can put them in the basement or 


you can put them in the attic, or, if there is any hospital 
that decides it doesn’t want to keep them, it can at least 
classify them as to what doctor they belong to. That 
courtesy ought to be extended to the doctor, and the re- 
cords should be returned to that doctor if he desires to 
keep them. Some doctor may want to review his records 
in 25 years on this or that, maybe on tonsils, because the 
last word has not been written on the subject, and he would 
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feel dreadful if he finds the records have been destroyed 
in some way or other. If you have given them to him, 
your mind is clear. 

Dr. Rassieur: I move that the hospitals keep the 
records for all time, and if they decide otherwise, that the 
records be returned to the doctor to whom the patient be- 
longed. 

Motion seconded and unanimously carried. 

Chairman: Does the graduate nurse, with some busi- 

ness education, make the ideal record keeper? 

Dr. Simonak: I believe that is the Sisters’ business. 

Dr. Rassieur: I think that the Sisters make the best 
of everything, for the simple reason that they are weaned 
away from everything that distracts. The Sister has but 
two things to do, her religious duty and the duty that is 
assigned to her by the regents of the institution to which 
she belongs. She has ideal concentration, and that is the 
secret of it all. 

Chairman: 
systems in keeping records? 
for teaching such a system? 

Dr. Rassieur: There is one—Loyola School does that. 
I think soon the different orders of Sisters will establish a 
school in their order, and then they won’t have to send 
them away. For obvious reasons, that would be a great 
deal better than sending them to Chicago or any other in- 
stitute. 

Chairman: Promptness in recording clinical observa- 
tions when noted, and also the medicine and treatment 
given. This concerns the doctor. 

Dr. Coughlin: Here, again, we have serious and non- 
serious cases. We very often have records sent back as 
incomplete because there is not much on the record. There 
is not much necessity for noting that the patient is doing 
quite well. Unless the patient is not doing well it is not 
necessary to make the record show very much from day to 
day. But it might perhaps be a good rule to enforce, that 
at least once or twice in each week every case should have 
a notation made by the physician in charge, or he can tell 
the resident to make that notation and initial it with his 
own initials, or sign the surgeon’s name and put his own 
initials under it. In cases that are running a temperature 
and not doing well, serious conditions, I think the nota- 
tions should be made daily. It is often a great help in 
other cases. 

Chairman: What do you think, Dr. Riley? 

Dr. Riley: As a routine, we make the progress notes 
twice weekly, that is, in the cases that are pursuing the 
usual course; but in the acutely ill cases, as for instance, 
pneumonia or some real acute condition, we make our ob- 
servation notes daily. It is a very simple matter. Dic- 
tate a few words to the intern or nurse accompanying you, 
and in that way, when the record goes to the record room, 
it gives the record clerk a very good idea of the interest a 
man is taking in his case. If the case is making a good 
progress, a few words to that effect is all that is necessary. 
But I agree with the doctor that these notes should be 
made twice weekly, at least, and in the acutely ill cases 
daily. 

Dr. Coughlin: We have a sheet that fastens on the 
history of ordinary size. It is ruled down the center. On 
the right hand side of the line are written all the doctor’s 
orders. No oral orders are taken at all. The nurse is not 
allowed to act on an oral order, except it comes over the 
telephone. On the left of the line the condition of the 
patient can be noted at the same time. If a certain condi- 
tion arises and the notation is there on the left side, on the 
same line on the right hand side is the order that was 
given. 

Dr. Rassieur: 
lar course the progress notes be made once weekly. 
other cases as often as indicated. 

Motion seconded and carried. 

Chairman: Cooperation of the staff with the record 
room. 

Dr. Rassieur: She 
can demand it. 

Chairman: Duties of the social service worker in re- 
gard to follow up records and work. 

Dr. Simenak: There are some of the Sisters here who 
probably have social service in their hospital and could 
probably tell us something about it. ’ 

Sister Agnes: The cases that have left the hospital 
are taken up in the record room and letters are sometimes 
sent out in three months, according to the cases. They 
are followed up in that way. We have an individual letter 


Do hospitals benefit by the uniformity of 
Should there be some place 


I move that in cases pursuing a regu- 
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That means the record Sister. 
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for each patient. We get the report through that, and if 
the cases are in the city and the social service department 
get its report from the record room they call and see how 
the patient is getting along. 

Chairman: Have you a social service department? 

Dr. Rassieur: No, we have no social service depart- 
ment, but there is one institution in the city that has. We 
could not afford it because they would not give us.a Sister 
for that work. But the social service worker visits the 
Sister, and if she finds the patients need anything she 
communicates with the proper Catholic Charity organiza- 
tion and sees that they get it. If the husband needs em- 
ployment, she communicates with the proper department; 
or if there chances to be tubercluosis or some special dis- 
ease, which the Catholic charities provide for, she sees to 
it that it is brought to the notice of the Catholic charities. 

Dr. Coughlin: I would like to ask if the Sister has 
any idea what the extra cost is for keeping up the social 
service ? 

Sister Agnes: No. It is taken into the dispensary 
cost; it works through the dispensary. 

Dr. Rassieur: The girls charge variously from $100 
to $150 a month. It again depends upon the market. 

Dr. Coughlin: Does the social service worker go into 
any house except those where the patients were charity 
patients? Are any of the private patients visited by the 
social service worker? 

Sister Agnes: Yes, some of the cases are. Stomach 
cases and things like that are visited by the social service 
worker. 

Dr. Rassieur: Only when they don’t answer their 
questionnaire. Otherwise they don’t. 

Chairman: Could you have a social service worker 
connected with the record department—would it be advis- 
able to have a social service worker? 

Dr. Rassieur: I should think it was a very valuable 
asset. It is a great help to the dispensary, charities 
properly. If you have a large charity service it leads to 
intelligent distribution of the help which the different 
Catholic societies offer, because they can give direct in- 
formation. They know the lay of the land, and there will 
be no money wasted. They are a fine asset. 

Chairman: Operating room records? 

Dr. Simonak: That is taken up with the uniform hos- 
pital records, isn’t it, Sister? 

Dr. Rassieur: There are different forms. Such a 
form has been published by the college of surgeons; another 
one will be found in Hospital Progress, and I don’t think 
there is a well organized hospital in the country that hasn’t 
a form of its own, a page record as follows: Name of the 
patient, date, pre-operative diagnosis, post-operative diag- 
nosis, condition of patient, temperature before operation, 
immediately after, during operation, and what was done, 
anaesthetic used and microscopic examination. That is 
about what you find on them. Each hospital has that or 
a little bit more or a little less. 

Dr. Coughlin: What is done with those cards that 
are taken in the operating room? These are quite inde- 
pendent and different from the record that the surgeon 
dictates after he is through his operation. That goes into 
our patient’s history folder. That is a differently colored 
sheet and has room on it to give in detail the operation and 
the conditions encountered. But the operating room keeps 
a card of its own, and at the end of the day the amount 
of work done in the operating room can be quickly gone 
over. That is sent to the record room proper, and there 
is a special filing system down there for the operating 
room work, the same as for the various laboratories. In 
each case a certain amount of information should be given 
to the general record clerk and should be on file down there 
in the general record room, so that you can see at any time 
what is being done. It is of value when it comes to mak- 
ing out your monthly or annual reports, to know just 
exactly what you have accomplished. 

Chairman: We have a little system like that the doc- 
tor speaks of, but it is kept in the operating room. It is 
just for their convenience. It is not used by the office, 
except for daily report or weekly report, or something 
like that. All we have to do is call the operating room and 
ask how many operations we have had that week, or how 
many kinds of operations. 

Dr. Ccughlin: There is some kind of a record in the 
main office, so that each patient has an account in the book 
or card index in the main office, and they can keep a direct 
account with the patient. In that way, each laboratory 

















makes a daily report to the record room, the record room 
makes a report to the office, or the laboratory makes a re- 
port to the office. 

Chairman: We get a list of the patients that were 
operated on that day, and the operation, in the record room. 
The bookkeeper also gets a list. We get no list from the 
laboratory or the X-ray each day. The bookkeeper gets a 
list from each department every day. 

Chairman: Cooperation of the training school super- 
intendent with the record room. I wonder if this means 
in the training of the nurse, the proper way of writing her 
notes each day? 

Dr. Rassieur: It would not do to train a nurse, be- 
cause they leave you. 

Chairman: What I mean is teaching. The superin- 
tendent is responsible for the nurse recording notes on the 
floor, and they should be done in a uniform manner. 

Dr. Coughlin: If the doctor has failed to keep up his 
record of the case and they find it, one can find good valu- 
able information by going through the record and finding 
out the notations that the nurse has made from day to day. 
I have often had to do that. 

Chairman: That is what I mean—the importance of 
the superintendent instructing the nurse to chart every- 
thing necessary and not leave it to the intern or the doc- 
tor. 

Dr. Coughlin: That is very essential and a part of 
the training. Perhaps it means that the superintendent 
of the training school could often be of aid to the record 
clerk in calling attention to certain histories. Now the 
sister in charge of a division watches the records. The 
history has not been written. Someone reports to the 
visiting man very promptly that the history has not been 
written. The Sister sees that that is done, and if it be- 
comes the duty of the record clerk to see that that was 
done she could get her information from the Sister and 
from the Superintendent of nurses. 

Chairman: The employment of a good typist as 
clinical clerk, a typewriter of records. 

Dr Rassieur: If the Sisters like typewritten records 
they can turn one of the Sisters into a typist. If they are 
content with handwriting, why, file them in hand writing. 

Dr. Simonak: I believe it is a good idea for any hos- 
pital to employ a typist, that is, not a Sister. It is a good 
idea to give them a training, that is, the nurse’s training, 
because they do very much better work if they are trained 
in those three branches. 

Dr. Rassieur: We have quite a few of our Sisters 
that are typists, but they are graduate, registered nurses 
also. 

Chairman: 
private cases? 

Dr. Coughlin: It is certainly not the duty of the hos- 
pital to furnish a complete history to the doctor for his 
private cases, that is, for his office use. My opinion is, 
that the hospital takes the history for hospital use, and 
it is optional with the hospital whether to give the doctor 
a copy of the history or not. 

Dr. Rassieur: He should have a copy of it if he 
wants it. 

Dr. Coughlin: It leads to a lot of extra expense. If 
the histories are typed and they give a carbon copy it is an 
extra expense; and if the hospital feels that it wants to do 
anything of that kind I think that is optional with the 
hospital, but I don’t think that we ought to recommend 
that as the custom. 

Chairman: We give a carbon copy of the record. 

Dr. Coughlin: I wish they would do the same for us, 
but I don’t think you are under any obligation to do it. 

Dr. Rassieur: But the doctor at all times ought to be 
permitted to have access to the history of his cases. Even 
though the Sisters become at some later date cold toward 
him or angered at him, he still has the right to look up 
those files, because he may need it to protect himself, or 
for the patient’s benefit. 

Chairman: Is the follow-up system practical in a 
smaller hospital? Some doctors object to having their 
patient’s history taken by the nurses. 

Dr. Coughlin: I cannot see why a doctor should ob- 
ject to having his patient’s history taken by anybody. 
It relieves him of considerable work and it is to the best 
interest of the patient to have the history taken. It 
seems to me that the only reason why I would object to 
have a patient’s history taken by somebody else is because 
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I am trying to help my patient to conceal something. It 
seems to me it is rather petty for the doctor to make that 
objection, but still some of them will do it. I think where 
the doctor makes that objection he should be asked to 
write the history himself. But the hospital requires a 
history and the hospital is willing to get the history, to go 
to the expense of furnishing a nurse, historian. I think 
if he is not satisfied with that he must be a queer sort of 
a doctor. 

Dr. Rassieur: I think any hospital, even if it only 
has one patient, should certainly have a good record of 
that patient, both in the financial department or any other 
department, so that the hospital gets what is coming to it 
and the patient gets everything that is coming to him. 
There should be no distinction between large and small 
hospitals. If a person happens to go into a small hos- 
pital he should have as good treatment there, and if he 
cannot get the treatment, at least, he can get the record 
the same as in a large institution. Because in the case of 
a small hospital there is less work to do, and they can do 
it just like the big ones. 

Dr. Coughlin: If the hospital is imbued with the 
idea of doing good scientific work, whether it is a large 
or small hospital does not make very much difference. 
Take the physician or surgeon beginning his practice. He 
has nothing to begin with, but from the beginning, if he 
is imbued with the proper spirit and he has had the proper 
education, he keeps good records and keeps a follow-up 
system. 

Chairman: If the doctor wants charts kept in his 
office, and if it is written on the patient’s chart, “history 
will be found in doctor so and so’s office,” is not that suffi- 
cient? Please explain this in full. 

Dr. Simonak: If he wants to keep the history of that 
patient he has to furnish a history also for the hospital. 
There must be a history in the hospital of that patient. 

Chairman: The hospital should have the original 
history. 

Dr. Rassieur: Sure, they come first. They are re- 
sponsible. They don’t know what’s going on in their own 
institution if they don’t keep a record of it. 

Dr. Coughlin: I haven’t heard anybody mention it 
here, but in some place in the west, I think at St. Vincent’s 
in Los Angeles, the Sister in charge of the records actually 
does go to the bedside of the patient, a short time after the 
arrival of the patient, and makes it her business to ask 
the patient why it is that she has come to the hospital, 
of what she complains, and takes down in the patient’s 
own words the chief complaints that the patient has. It 
struck me that that was a pretty good idea. If it were 
widespread I think it would be a good thing. 

The meeting adjourned. 





ST. FRANCIS NURSES’ HOME DEDICATED. 

The new home for nurses at St. Francis hospital, 
Wichita, Kans., located on Emporia Ave., and Ninth St., 
was formally dedicated by Rt. Rev. Bishop Augustin J. 
Schwertner, Sunday, December 18, at 3 o’clock. The Rev- 
erend William M. Farrell, rector of St. Mary’s Cathedral, 
Rev. Peter Maas, C. SS. R., and Rev. Thos. Fagan, C. SS. 
R., both of St. Joseph’s parish were present at the cere- 
mony. A large crowd of people had gathered to be pres- 
ent at the dedicatory services and to congratulate the Sis- 
ters and nurses upon the completion of the latest and most 
beautiful unit to the group of buildings that comprise the 
St. Francis Hospital. Twenty-nine visiting Sisters hon- 
ored the occasion with their presence. 

Immediately following the dedicatory services the 
people thronged into the new building to hear the address 
of Bishop Schwertner, who spoke briefly upon the advan- 
tages to the community of a good training school for 
nurses, the advantages of the nursing profession to quali- 
fied young women, and also gave a brief history of St. 
Francis Hospital. 

Then the procession led by the 56 student nurses and 
followed by the Sisters and visiting friends of the institu- 
tion, and priests surrounding the Bishop in the rear, 
wended its way back to the hospital chapel where Benedic- 
tion of the Blessed Sacrament was given. 

At 5 o’clock a banquet was served to priests and doc- 
tors, the Rt. Rev. Bishop being the guest of honor. Dr. J. 
G. Dorsey was toastmaster. The speakers of the evening 


were Dr. C. E. Bowers and Dr. D. W. Basham. 









114 


Hospital Progress 


Editorial Board 


EXECUTIVE COMMITTEE: 
C. B. Moulinier, Milwaukee, Wis., Chairman. 
B. F. McGrath, M. D., Milwaukee, Wis., Secretary. 
Edward Evans, M. D., La Crosse, Wis. 
Frederick A. Stratton, M. D., Milwaukee, Wis. 
Edward L. Tuohy, M. D., Duluth, Minn. 
William C. Bruce, Milwaukee, Wis. 

ADVISORY AND CONTRIBUTING EDITORS: 
Sister M. Camilla, St. Joseph’s Hospital, Chicago, Ill. 
Sister M. Cherubin, Mt. St. Mary’s Hospital, Niagara 

Falls, N. Y. 

Sister M. Concordia, St. Mary’s Infirmary, St. Louis, Mo. 
Sister M. De Pazzi, Mercy a oe Chicago, Il. 

Sister M. Genevieve, St. Elizabeth’s Hospital, Youngs- 

town, Ohio. 

Sister M. Innocent, Mercy Hospital, Pittsburgh, Pa. 
Sister M. Joseph, St. Mary’s Hospital, Rochester, Minn. 
Sister M. Madeleine, St. Mary’s Hospital, Minneapolis, 


Minn. 
Sister M. Magdalene, St. John’s Hospital, Springfield, Ill. 
Sister M. Marie, Huber Memorial Hospital, Pana, Il. 
Irvin Abell, M. D., Louisville, Ky. 
J. Alexandre Saint-Pierre, M. D., Montreal, P. Q., Can. 
John T. Bottomly, M. D., Boston, Mass. 
Rev. Michael P. Bourke, Ann Arbor, Mich. 
Joseph Byrne, M. D., New York, N. Y. 
Edward T. Dillon, M. D., Los Angeles, Calif. 
Michael F. Fallon, M. D., Worcester, Mass. 
Rev. Peter P. Finney, C. M., Dallas, Tex. 
Rev. Edward F. Garesche, St. Louis, Mo. 
Rev. Maurice F. Griffin, Youngstown, Ohio. 
William C. MacCarty, M. D., Rochester, Minn. 
Hugh McKenna, M. D., Chicago, IIl. 
Rev. P. J. Mahan, Chicago, III. 
Charles L. Mix, M. D., Chicago, Ill. 
Edward L. Moorhead, M. D., Chicago, Il. 
Austin O’Malley, M. D., Philadelphia, Pa. 





Eugene Saint-Jacques, M. D., Montreal, P. Q., Can. 
Rt. Rev. Joseph Schrembs, Toledo, Ohio. 

Horatio B. Sweetser, M. D., Minneapolis, Minn. 
James J. Walsh, M. D., New York, N. Y. 

Frank S. Wiley, M. D., Fond du Lac, Wis. 








POPE BENEDICT XV. 

With the passing of a leader among men, a de- 
finite impression of an outstanding quality tends to 
linger in the world’s memory of him. He was philan- 
thropic, patriotic, scholarly, scientific, or some other of 
the marks of distinction. But, far above any and all 
of these, there is another, one even reaching into heaven 
itself, namely, that of charity. 

A few weeks ago we were sorrowed by the passing 
of a leader who particularly had been close to our lives, 
in truth the very guiding light of our souls. Ascend- 
ing the throne of Peter at the outset of the world’s 
greatest catastrophe, he was the recognized spiritual 
leader of millions therein involved. Tremendous in- 
deed was his responsibility. Before him was chaos, and 
he was forced to behold even his own children arrayed 
against each other in mortal conflict. But, with true 
Christian fortitude and God-given wisdom he faced the 
facts and to the world soon proclaimed the guiding 
principles, which obviously flowed from the fountain- 
source of right. Sounding the keynote of peace, he 
bent his every energy for harmony. As the unheed- 
ing nations warred blindly on, he fed the hungry, com- 
forted the sorrowing, and allayed the’ suffering of the 
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afflicted ; and, when at last the conflict ended, he spent 
himself to help heal humanity’s wounds. 

On the surface it may have seemed that much of 
his noble effort had been in vain; but that such was not 
the truth, millions of mankind now could tell, and the 
future undoubtedly will bear witness. Already there 
is ample evidence of this. At the beginning recognized 
as a leader, for the most part only by his own, with his 
passing, the whole world bemoaned Benedict XV; and 
the outstanding quality of this leader, the one that 
will linger in memory and stand forth an enduring 
monument before the mind of man, is that greatest of 
all human qualities—charity. And in humanity’s heart 
this impression of Benedict XV will live as a silent 
eulogy, a tribute than which the world has not had, nor 


can it ever have a higher one to offer. 
B. F. M. 


MATERIAL FOR STAFF MEETINGS. 

Much emphasis was given to the study of hospital 
deaths in the earlier staff meetings wherever proper 
organizations had been accomplished. There was ex- 
cellent reason for this trend in the beginning, but it 
must not be overdone. 

A hospital death is an extremely definite culmina- 
tion. It usually admits of no doubt as to its actuality. 
In any case, an autopsy is apt to convince the most 
skeptical relatives. In this measure, the deaths bear 
the same relationship to the “cured,” “improved,” “un- 
improved” cases, as life insurance claims bear to health 
and accident claims. ‘To realize on your life insurance 
requires a qualification that few are willing to sub- 
scribe to, except under dire necessity. 

The personal element enters fully into interpreta- 
tions of health and accident disabilities, and no one will 
also gainsay that the same factor does not also equally 
color the classification of patients made on their dis- 
charge from the hospital by the attending physician. 
Much discussion has been given to the discovery of bet- 
ter terms than those usually employed, but up to date 
these seem about as good as could be chosen. 

This situation points to the advantage of the con- 
tention now being made that we should feature at each 
of our staff meetings. 

1. An analysis of not more than one hospital 
death ; preferably a death with autopsy, or one showing 
flagrant disregard of hospital precedence, lack of neces- 
sary consultation, or utilization of diagnostic criteria. 

2. A study of unimproved cases—calling particu- 
lar attention to the reasons therefor, with the hope of 
stimulating more intense therapeutic methods to re- 
duce the number ordinarily so cataloged. 

3. The study of at least one “model record,” 
drawing particular attention to the methods utilized 
and the results obtained—an inducement to utilize the 
same principles and methods in the elucidation of 


future cases. pS Te il 















SECTIONAL CONFERENCES — UNIFORMITY IN 
RECORDS. 


Another sign of the spirit of progress amongst the 
Sisters’ hospitals has been the organization, during the 
past year, of conferences in several states of this 
country and in some districts of Canada. Communica- 
tions from their officers and the transactions of their 
meetings indicate the business-like basis on which or- 
ganization has been established, the enthusiasm mani- 
fested, and the determination fully to attain the end 
in view. 

In the light of this successful beginning, may we 
not anticipate that by the close of 1922 practically 
every section of the Association’s field shall have or- 
ganized its conference. Needless to state that, as an 
aid in accomplishing this object, the columns of 
HOSPITAL PROGRESS are at the command of all con- 
cerned. 

The procedings of the first annual meeting of the 
Iowa Conference have been published in pamphlet form, 
a policy that is highly commendable. The officers and 
members are to be congratulated. 

We are informed that the Illinois Conference is 
planning to hold its next annual meeting in March. 
Judging by the activities of the officers, nothing is being 
left undone in their endeavors for success. The many 
and excellent Sisters’ hospitals, together with the well 
recognized medical spirit of this great State, should en- 
sure an epoch-making meeting. 

In a recent communication we were asked this 
question : “Why does not the Catholic Hospital Associa- 
tion adopt its own standard of hospital records?” 
That the question is not new, may be gleaned in the 
report of the 1921 Convention’s conference on the sub- 
ject, published in the February and this issue of 
HOSPITAL PROGRESS. 

The discussion therein emphasizes some of the dif- 
ficulties in the way of solving the problem, for a pro- 
blem it is. Theoretically it may be said that there 
should be uniformity in hospital records. Again, as 
is so frequently true, theory is one thing, but the estab- 
lishment of fact is quite another; and, as concerns the 
fact in this case, the obstacles are neither little nor 
few. 


Factors to be Noted. __ ; 
Among the inhibiting factors are: First, divergent 


viewpoints as to matter and form; second, the wide ex- 
tent of the hospital field in which to secure coopera- 
tion and bring about agreement; third, the possibility 
of State laws with differences in the requirements ; 
fourth, the financial support necessary for such a con- 
tinental investigation; and finally, the practicability 
of securing a committee whose personnel adequately 
would be qualified and who could afford the time to do 
this work as it should be done. 

Obviously postulated for such a committee is the 
qualification of sound knowledge developed by correct 
training and extensive experience, together with the 
invaluable faculty of avoiding the complex. A uni- 
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form system of records should be marked by simplicity, 
without a sacrifice of the essential. However, it would 
seem that even now certain fundamentals, factors in 
records to which all agree, uniformly might be adopted 
and, with this as a basis, the superstructure gradually 
erected. 

At least, a beginning should be made, and it is to 
the credit of Rev. M. P. Bourke, Ann Arbor, Michigan, 
that he came to the 1921 Convention at St. Paul with 
something positive, a demonstrated system of hospital 
records, which he presented with the hope that it would 
stimulate definite action. 

In the light of the manifest difficulties in the way 
of an early solution of this question by a continental 
committee, may we offer this suggestion: that each sec- 
tional conference appoint a committee to thoroughly 
study the subject and develop a uniform system of 
records for its own district; and then, after a certain 
period of experience, at an annual meeting of the gen- 
eral Association, the record committees of the various 
conferences could meet, compare and discuss the as- 
sembled systems of all, and, with the agreement of this 
body as a foundation, a uniform system for the hospit- 
als of the whole Association more readily and satis- 
factorily could be adopted. Let us have action! 

B. F. M. 
A FIELD TO CULTIVATE. 

In an address to the last Catholic National Chari- 
ties Conference on “The Catholic Hospitals and Social 
Service,” the writer said that “When the community 
learns that it is of vital concern for social and economic 
as well as moral reasons, how a patient is treated in 
the hospital and what the condition is on discharge, 
we will have arrived at a state of intelligence that may 
justify our being called civilized. The hospital will 
then be a social and health center for the community, 
and, next to the Church, will be the greatest single 
factor in the stability of our government and the hap- 
piness of our people.” 

Up to this time, excepting in rare instances, the 
public does not seem to realize that the hospital is prob- 
ably the most important factor for well being in any 
community. We believe that the Catholic Hospitals, 
especially, have failed to develop this sentiment. One 
evidence of this is that while some three hundred hos- 
pitals in the United States have medical social service 
departments, only eighteen catholic hospitals are among 
this number. This is not as it should be, when we 
realize that Catholic hospitals are taking care of about 
fifty percent of the patients in general hospitals. The 
Sisterhoods have undoubtedly been missing a great op- 
portunity in this field. 

A plan of social work will serve little purpose, 
however, unless all concerned are educated up to and 
completely convinced of its necessity. The Catholic 


people in every community must be awakened to the 
fact that every Catholic hospital is their hospital. 
The Sisters must come to realize that the hospital is 
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theirs not only for medical service to the community 
but for educational and social service as well. The 
doctor must work on the basis that the social diagnosis 
may be just as important as the medical diagnosis, both 
for prognosis and treatment. The parish priest must 
develop a social conscience. With this aim in view, 
lectures on social questions are now being given in the 
seminaries by experts. The parochial school teacher 
must also be made to recognize the value of social 
work. Only with the cooperation of the hierarchy— 
priests, sisterhoods, doctors, and laity—can we coord- 
inate and make effective Catholic charity centered in the 
Catholic hospital.” It is, we believe, with the parish 
priest, especially that the most rapid and effectual pro- 
gress can be made. If the hospital administration and 
staffs working with them would make an effort to get 
the parish priests in their community more interested 
in the work being done by inviting them in to confer- 
ences, getting them in touch with work that is being 
done, and more especially with the work that can be 
done with their cooperation, we believe that a tremen- 
dous impetus could be given to the development of a 
more cordial and cooperative spirit on the part of the 
clergy and their parishioners toward the hospital. 
“Six years ago the Catholic hospitals were individ- 
ual units, without interest in or knowledge of the com- 
munity needs, social or spiritual, and alas, even physi- 
cal. Today they are banded together with minimum 
standards, ambitious aims, a clear understanding of 


their opportunity and their obligations for service, and 
a common purpose born of a community of interest 
developed in the annual conventions, national and 


state.” (Cath. Hos’s and Social Service.) 

Can we not then begin now through the individua! 
hospitals, to get a much greater attendance of clergy- 
men at our next convention? The clergy only need to 
be shown the great work the Catholic Hospital Associa- 
tion is doing to become enthusiastic supporters of it 
and its individual units. Talking or writing about this, 
however, will not accomplish much unless by an or- 
ganized effort we take steps to get this support. 

We must develop greater social activities in con- 
nection with our hospitals. To do this, however, there 
is need of a well thoughtout plan, flexible to suit the 
individual locality, yet uniform in method and along 
Catholic lines. The plan for social service will suc- 
ceed only when we have the hearty cooperation, not 
only of the hierarchy—as we now have in a great de- 
gree—but also of the parish priest, who is after all 
most intimately in touch with the needs of his com- 
munity, Catholic and non-Catholic. E. E. 


THE IDEALS OF A NURSE. 
Nurses must know certain things very clearly, pre- 


cisely and positively; they must be able to do certain 
things with sureness, without hesitancy and with un- 
failing accuracy. Such knowledge and skill are abso- 
lute requisites not high aims or ideals more or less at- 


tainable. The nurse who does not know and is not 
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able to do what is necessary for her patient’s physical 
welfare is a menace to the patient and the hospital and 
a peril to the public. A nurse need not be beautiful, 
can succeed even if not graceful, can save her patient’s 
life even if she be brusque, more or less uncouth and 
wantipg in culture and refinement. Such a nurse 
may pass all her examinations in the school and with 
the State Board. She may get all her emblems, have 
her certificate and sign R. N. after her name. She 
may get many cases and make a living. She may be 
classed amongst the rough and ready service nurses and 
will have much to do for many rough and ready people 
who need her. If she be well meaning, conscientious 
and cheerful, she will satisfy a need in every community. 

But, if she be wanting in professional, ethical and 
religious ideals she will leave undone much good which 
the public—the thinking, sensitive, cultured and re- 
ligious minded public—expect from the professional 
woman. And the public has a right to expect nurses 
to be more than mere technical experts, mere routin- 
ists, mere performers of essential duties. This right 
of the public grows out of the very nature of caring 
for the sick. Most sick people are in pain, have un- 
balanced nerves, are sensitive, think almost exclusive- 
ly of self, are uneasy and anxious for one reason or 
another about their past, present and future, phy- 
sical, moral and religious. They expect and exact the 
minutest attention to every want. They need the full- 
est measure of care, sympathy and solicitude. 


No two patients are alike in every detail of body, 
soul, character and personality. Each person comes 
out of a very unique and distinct heredity and environ- 
ment and out of this heredity and environment there 
comes a throng of notions, needs and necessities. All 
this myriad and many sided appeal of the patient to 
the nurse will be silent, unheeded and in vain to the 
mere humdrum, happy-go-lucky though well meaning 
nurse, and yet the patient has a right to expect that 
the young woman in nurse’s uniform, graduated from 
an up-to-date nursing school, trained by religious 
women of conscience, delicacy, refinement and religious 
inspiration, should give more than the mere necessaries 
of nursing, should be characterized by an insight and 
sympathy which reach to every most subtile and indi- 
vidual appeal that comes from every patient. 

It is only the nurses with ideals and aims far 
above the mere round of technical duty who will sense 
these delicate obligations that grow out of the relation- 
ship that should exist between the ideal nurse and the 
very concrete, real patient. 

I shall, therefore, suggest that every nurse, who is 
capable of striving to reach the highest ideals of her 
profession, keep a personal record book of every patient 
in which she will put down with complete frankness 
and sincerity, just for her own information, guidance 
and development, the truest answers she can formu- 
late to the following questions: 











(1) What are the unrecorded needs of my patient? 
(a) Physical (temperamental). 
(b) Mental (educational ) 
(c) Moral, 
(d) Religious. 


(2) How am I to meet these needs? 
(a) By what I have learned in training. 
(b) By what I have read and observed. 
(c) By what my own mind and heart and 
prayerful meditation suggest for me to do. 
(3) How have I succeeded in reaching my ideals 


of service to each patient? 
(a) By follow-up personal observation and 
information. 
(b) By the testimony I get from others. 
(4) What are my end results with each patient? 
If it is too difficult for every nurse to keep a written 
record or diary of each patient, will it not at least be 
worth while and wise and helpful for each nurse to 
carry a carefully treasured mental record of her achieve- 
ment in the reaching of the ideals of her profession ? 
I hope the nurses of Sisters’ training schools will make 
a full hearted experiment in this latest nurses’ record 


department. 
C. B. M. 


Note—Written for the St. Joseph’s Nurses’ Annual. 


NEWS FROM OFFICE OF SECRETARY-TREAS- 
URER, 


The 1922 Convention of the Association will be 
held at Washington, D. C., in the Catholic Unwersity, 
June 20, 21, 22 and 23 (Tuesday, Wednesday, Thurs- 
day, Friday). 

From now on our slogan should be: 

“On to Washington.” 

The accommodations at the Catholic Unwwersity 
are excellent for the work of the convention, the housing 
of the Sisters and the clergy, and for the commercial 
exhibits. 

In due time, all details, as regard reservations for 
the Sisters and the clergy, doctors and nurses, will be 
announced from this office. 

The plan of the program of the 1922 convention 
aims particularly at what is practical. This year there 
will be clinics for the doctors. More emphasis will be 
placed upon the conferences for the various phases of 
the hospital’s work. This means fewer general meet- 
ings. 

Firms planning to have exhibits at the Convention 
should communicate directly with Dr. John M. Cooper, 
Catholic University, Washington, D. C. 

For all other information regarding the Conven- 
tion, address Secretary-Treasurer,*Catholic Hospital 
Association, 1212 Majestic Building, Milwaukee, Wis- 
consin. 

The 1922 Convention promises to be an epoch- 
making meeting in the history of the Association. 

B. F. McGrath, M. D., Secretary-Treasurer. 


. 
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NEW BOOKS 
Food Products. 

By E. H. 8. Bailey, Ph. D. Second revised edition. 
Cloth, 551 pages, illustrated. Price, $2.50. P. Blakiston’s 
Son & Co., Philadelphia, Pa. 

This book has been deservedly popular as a text in 
advanced household economics classes, and in nurses’ 
training schools, because of its completeness and its accur- 
acy and simplicity of statement. It takes up in detail, 
the source, chemistry and use of all raw materials and 
food materials and under each topic describes the methods 
of preparation for market and the processes of packing 
and preserving, and the chemical composition and the 
nutrient and dietetic values of each article as these appear 
to the people in the different countries are discussed. 
Beverages are taken up in separate chapters and th 
appendices contain tabulations of the chemical composi 
tion and fuel values of the chief foods. 

The present edition has been prepared to properly 
note the changes in food sources and uses which have 
taken place during and since the European War. Due 
recognition has been given to the use of several new pro 
ducts and by-products of animal and vegetable fats and of 
cereals. Note has been taken too of the reduced use of 
fermented and malted alcoholic beveridges by giving them 
very scant space. 

Maryknoll at Ten. 

By William Stephens Kress, Priest of Maryknoll, 
Ossining, N. Y. Paper, 31 pages. Published by the 
Catholic Foreign Mission Society, Maryknoll, Ossining, 
) eg 

The pamphlet represents a short history of the Amer- 
ican Seminary for Foreign Missions. It traces the insti 
tution from the establishment in 1912, through changes 
and enlargements, to the present seminary and the estab- 
lishment of several branches which have sprung up. 

Collection of Sacred Songs. By William T. Parker, 
Valley View, Northampton, Mass. A collection of songs 
and poems by the author. The opening song which was 
written by Dr. Parker’s son as a poem in 1892, has been 
set to music and is offered as a memorial to his memory. 

St. Vincent Charity Hospital, Cleveland, O. A re- 
port of the work of the year 1919-1920. The-hospital re 
ports a total of 1,362 patients admitted to the medical 
department, 4,743 to the surgical department and 418 to 
the gynecological department. A total of 5,213 opera- 
tions were performed during the period from October, 
1919, to January, 1921. The paper gives some space to 
medical studies of pneumonia, appendicitis and various 
diseases requiring operation for affording relief. A 
marked stride in the x-ray department has been exhibited 
with a greater number of examinations and a greater 
demand for roentgen therapy. This has been made possi- 
ble by the installation of new equipment, increased effi- 
ciency in handling daily routine and applying new me- 
thods of technique. 

PENNSYLVANIA HOSPITAL MEETING. 

The Pennsylvania Section of the Catholic Hospital As- 
sociation will hold its first annual meeting on April 20th, 
at Mercy Hospital, Pittsburgh. 

The officers of the Association are most anxious to 
have this meeting well attended, and invite all the Catholic 
hospitals of the state to send some of their members to 
this meeting. 

It is especially requested that Sisters who expect to 
attend the meeting, get in touch with Sister M. Ethelreda, 
Mercy Hospital, Pittsburgh, in order that provisions may 
be made for them during their stay in the city. 

A special effort will be made to obtain a large attend- 
ance of the Sisters from the Keystone state and to make 
this first meeting a success. 
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INTENSIVE X-RAY THERAPY IN GERMANY.’ 
Carl Hiller, M. D., Cincinnati, Ohio. 


I had occasion during the summer, to accompany a 
ease of inoperative carcinoma of the sigmoid flexure to 
Germany for deep x-ray therapy, and had excellent op- 
portunity while there to investigate the method and its 
results. 

My first experience with the treatments occurred at 
Freiberg in the clinic of Geheimrat Opitz, where deep 
x-ray therapy was introduced years ago by Geheimrat 
Kroenig and Professor Friederich. In turn, I visited 
clinics in which non-operative treatment of neoplasms 
was employed at Frankfurt on the Main, Berlin, Erlang- 
en, and Munich. Everywhere a cordial welcome was ex- 
tended and every opportunity was given me to familiar- 
ize myself with the procedure. 

Everywhere the investigators adhered to the funda- 
mental axioms laid down by Réntgen and his pupils, but 
great variation existed in the manner of application. 
There was also wide divergence of opinion as to the ulti- 
mate cures effected. One man treated all cancers of the 
breast in women by radiation, whereas others preferred 

_ operation, with radiation after the wound had healed. 
Each was convinced of the superiority of his own meth- 
od. At some places radium was discarded, entire de- 
pendence being placed upon intensive x-ray treatment. 

My own impression is that the radiation was more 
effective in the cancers of women than of men. Brilli- 
ant results in particular were obtained with neoplasms 
of the breast and uterus. 

Cancers of the gastro-intestinal canal seemed to show 
little or no response to radiation,—indeed, operators gen- 
erally felt that carcinomata of these organs were parti- 
cularly resistant to treatment. 

Dangers Arising from Inexperience. 

The method is effectively used, however, in producing 
artificial menopause, and in certain subperitoneal fibroids 
the results’ are wholly successful. Sarcomata springing 
from deep fascia and from bones appeared literally to 
melt away; and tuberculosis of the bones and joints, as 
well as glandular inflammatory conditions, when chronic, 
were favorably influenced. 

The very great promise of radiation as a therapeutic 
agent may convert it into a source of tremendous danger 
in the hands of inexperienced men. The country, I fear, 
may be flooded with machines of high voltage, which will 
be used by operators of inadequate training and exper- 
ience, with the result that where the dosage is too small, 
tumor growth will be stimulated, and where too large, 
skin burns and deep necrosis will ensue. 

Competent physicists are requisite for the operation 
of these high-power machines,—men fully conversant, not 
only with the method of treatment, but able to employ 
the accurate physical measuring devices by which dosage 
is determined, after the depth and size of the area to be 
treated are known. 

The imminence of another medical fad is not to be 
overlooked, because few people will submit to surgical 
procedures, who can be treated with any chance of success 
by painless x-ray exposures. With its usual foresight, 
the French government, anticipating the dangers of in- 
competent treatment placed certain restrictions upon the 
use of the machine; and American colleagues whom T 
met abroad, who had purchased machines intended to 
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import European physicists to operate them until people 
here could be properly trained. 

The new procedure, taken as a whole, is obviously a 
step forward, and adds an effective agent to our thera- 
peutic equipment. The response of certain conditions to 
radiation is equal, if not superior, to results obtained by 
established methods, and if it is, perhaps, premature to 
make a complete survey of the value of intensive x-ray 
radiation at this time. it is not too early to say that with 
modifications, it is a form of treatment destined to stay. 


THE ANNUAL MEETING OF THE STAFF OF ST. 
MARY’S HOSPITAL, WALLA WALLA, 
WASHINGTON. 

The annual meeting of the staff of St. Mary’s Hos- 
pital was held in the doctor’s assembly room Thursday 
evening October 13th, at eight o’clock. 

A large number of members was present and en- 
thusiasm was high. The following officers were elected 
for the coming year: President, Doctor E. E. Shaw, 
Vice-President Doctor H. C. Cowan, Secretary Doctor 
J. Rooks. The members of the Executive committee are: 
Doctor R. W. Smith, Doctor B. Thomas, Doctor E. L. 
Whitney, Doctor Robinson, Doctor W. A. Pratt. 

It was decided to dissolve the record committee and 
elect an advisor to the record department who would sup- 
ervise the records; meet the delinquents; give a review 
of the work done in the institution each month to the staff. 
This doctor is to encourage free discussion concerning the 
deaths, house infections, re-entries and patients who have 
left the institution unimproved during the previous 
month. Dr. Robinson was elected to this office. 

It was reported by the hospital management that the 
laboratory was not sufficiently used, possibly due to the 
fact that the laboratory has not been running on a flat 
rate basis, but that each patient received an itemized 
laboratory account which appeared superfluous to the in- 
dividual who often complained of expense. To encourage 
the use of the laboratory and to make it possible the in- 
stitution will make a charge of $1.50 to every patient 
coming under the routine to cover all routine laboratory 
work. This. work will be for every patient coming into 
the institution, except emergency cases. A complete urina- 
lysis. A blood count for every case, medical or surgical, 
carrying temperature and every so-called major operative 
ease. A coagulation time on every adult tonsil case. 
Smears, sputums, widals and swabs will be taken when- 
ever indicated. 

The laboratory equipment is to be enlarged and more 
spacious rooms will be occupied. 

The hospital management also appointed a group of 
doctors who volunteered their services for the term of one 
year to act as consultants. These men may be called at 
any time where the Institution feels that a questionable 
diagnosis has been made and the patient is in danger of 
being deceived or any unnecessary work being done. 
They may be called also in any case where a consultation 
is indicated but not asked for by the attending physi- 
cian. This movement was very much praised by all pre- 
sent as a great means of protection to the patient. 

A motion was also made to the effect that any mem- 
ber of the staff who missed three consecutive meetings 
be dropped from the staff. and suspended from the pri- 
vileges of the hospital for three months. This motion 
was carried and will go into effect at the November meet- 
ing. The staff adjourned at a late hour to the dining 
room where refreshments were served. 
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A MEDICAL CASE. PNEUMONIA. 

Drs. Mowery, Providence Hospital, Wallace, Idaho. 
Male, 34 years, Miner. ‘ 
Admitted Oct. 11th, 1921, Left Oct. 29th, 1921 
Admission diagnosis: Pneumonia. 

Final diagnosis: Pneumonia, Lobar, Rt, lower lobe. 

Chief complaint: Pain in chest, chills, aching all 
over early in morning. 

Onset—On Oct. 11th, patient working in the mines 
took a chill early in the morning, felt very sick all over, 
stopped working and came to the hospital at noon. 

Temp. 101°—Pulse 98.—At 6 P. M. Temp. 104’, 
Pulse 120. B. P. 128/88. Resp. 30. 

Past History—Unmarried, Did not have any of 
childhood diseases. No other illness. 

Physical Examination—Skin normal. Male. Some- 
what below usual height, quite muscular in development, 
well nourished. No abnormalities. 

Heart all OK. 

Iungs—Respirations increased and short. Palpation 
showed increased vocal fremitus Rt. lobe. Percussion: 
Slight dullness over Rt. lobe. 

Chest confined to lower lobe especially posteriorly. 
Auscultation: Rough friction rub over Rt, lower chest. 
Increased vocal resonance, Fric, crepitant rales over Rt. 
lower lobe. Diminished breath sound over same area. 
Bronchial breathing just above this area. 

Abdomen—Slightly distended and some pain extend- 
ing down near appendix region, no tenderness on pres- 
sure. 

Urine—Casts and albumin in small quantities, casts 
were, Hyaline and granular. 

Sputum—Pneumococcus of Fraeukel in large quanti- 
ties, Staphylococcus numerous, Streptococcus Hemolyti- 
cus few, Diplococcus small quantity. 

Blood—Erythrocytes about normal, Leucocytes 16°- 
800 no diff. count made, Hemoglobin about normal. 

Treatment—Patient put to bed. Mustard plaster 
over right side; followed by pneumonia jacket, hot water 
bag, ice cap to head. 

Given—2 c.c. pills at once. Thyroid ext. grs. 5, Urotro- 
pin grs. 5, aa 3 hours. Sodii Bicarb, Sodii Chloride, 
every 2 hours. Calcium Lactate, Tinct Sapsicim 3 grs. 
every 3 hours. 

October 12th—Sponge bath. High compound enema, 
fair results. 1 ec. Antigen pneumonoccic morning and 
evening. Temp 101 8/10, Pulse 106, Resp 20, Evening 
Temp 104, Pulse 120, Resp 38. Sputum slightly bloody. 
Some dyspnoea. Pain quite severe in right side. Exam- 
ined chest. Blood pressure same. Friction rub leathery 
and coarse over Rt. side, chest otherwise about as day 
before. 

October 13th—Temperature 102.2. Pulse 120. Resp. 
34—Evening Temp. 104. Pulse 116—Resp. 40. Pulse 
seemed a little soft and gave Tinct. Digitalis gtts. X. 
every 4 hours. Antigen icc, morning and evening. Other 
treatments continued. General condition fair somewhat 
eyanosed but showed rales extending up into middle lobe 
and more dyspnoea. 

October 14th—Patient was very restless and general 
condition much worse, process extending into middle lobe 
and rales into upper lobe. Marked delirium although 
not maniacal. All treatment was kept up the same. An- 
tigen 1 ¢.c. given but in spite of all, patient was getting 
worse decidedly.—Blood pressure 120/100 showing a fail- 
ure of vasomotor system. Temperature 104, Pulse 120-, 
Resp 40. Gave 500 ec.—2% Sol. Sodii Bicarb with 
2% Glucose, which was followed by a severe chill.— 
Temperature 101°6-10. Pulse 124, Resp. 32, marked cy- 
anosis but patient soon felt better, delirium subsided and 
was followed by free sweating. That evening feeling 
quite comfortable but Temperature rose to 104, Pulse 120, 
Resp. 26. Began coughing continuously and expectorat- 
ing quantities of bloody sputum and suffering severe pain 
in side. Could not get breath or stop coughing, given 
1/8 gr. Morph. without relief. Mustard plaster etc. 
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G.ven 1/4 gr. Morph. and got relief and rested easy until 
morning when rational. 

October 15.—Usual care. Temp. 103. Pulse 100. 
Resp. 38. Blood Pressure 126/98. Vreatment kept up, 
felt fairly good, but weak from coughing last night. Still 
coughing quite freely but comes up easily, still bloody 
sputum. Chest examined, showed marked improvement as 
process had subsided in upper lobe and subsiding also in 
middle lobe. Urine examination showed markedly alka- 
line. As he had such good results from intravenous in- 
jection, decided to repeat same and gave 500 ec. Sodii 
Bicarb and Glucose. Was not followed by chill and felt 
better. Temperature dropped to 101 2/10. Pulse 120. 
Resp. 40, but by evening again rose to 102 2/10. Pulse 
126. Resp. 37. As cough was disturbing, given Brown’s 
Mixture and Antigen 1 ¢.c., but caused so much distress, 
gave Morph. } gr. then rested quite well. 

October 16.—Temperature 103° 2/10. Pulse 138. 
Resp. 36. Blood Pressure. 128-98. No delirium, felt 
pretty good. All treatment kept up, but no Antigen given, 
but 500 c.c. Sodii Bic. 2% Sol. Glucose given and temp- 
erature again came down to 101°. Began to want food 
and felt quite comfortable. Evening temperature. 101°. 
Pulse 120. Resp. 36. Was quite nervous and restless 
and was given Morph. } then rested well. 

October 17.—Temperature 102, Pulse 120. Resp. 36. 
Blood pressure 126/90. All lung clear except lower lobe 
right side. Not cyanosed, small amount of dyspnoea. 
Give 1 ec. Antigen 500 «ec. 5% Sol. NA*°CO and 
Glucose, followed by a slight chill and sweat profusely. 
Temperature fell to 100° 4/10. Evening T~perature 
101 8/10. Pulse 120. Resp. 30. Blood Press 2. 126-90. 
again restless and given Morph. 1/4 and rested. 

October 18.—Temperature 1014/10. Pulse 120. 
Resp. 36. Bld. Pressure 125-85. feeling very good, sputum 
free, bloody and coming up easy, no difficulty in cough- 
ing. Given 500 ec. Glucose and Sodii Bicarb 5%. 
Temperature 99. Pulse 100 Resp. 32. Feeling good 
Evening temperature 99° Pulse 96. Resp. 32 Some 
nervous but did not require sedative thru night. 

October 19.—Feeling good. Temperature 100°. 
Pulse 98. Resp. 30. Blood Pressure 128-90. Chest all 
cleared up except right lower lobe and breath sounds 
heard over this area. Given 500 e.c. Sodii Bicarb and 
Glucose. Temperature 98°. Pulse 80.—Resp. 26 
Evening Temperature 98 8/10. Pulse 96. Resp. 30. 

October 20.—Temperature 98°. Pulse 80. Resp. 
30. | Bld. Pressure 128-90 and temperature remained 
normal and pulse gradually fell, also respiration, but 
did not get to normal rate until the third day from this, 
as no more intravenous injection given but other treat- 
ment kept up until 10/24, then all stopped and put on 
Elixir Tron, Quin. and Strych. 3 times a day and sat up in 
wheel chair and although quite weak and emaciated began 
to improve rapidly and was discharged from Hospital 
October 29th. 

Result—Examined November 9th. and could find no 
dullness or indication of any kind in lung; was also exam- 
ined by another disinterested physician and found to have 
no trouble in affected region. 

AN IDEAL STAFF MEETING 
Sister R., Vancouver, Washington. 

The staff of the Sacred Heart Hospital, Spokane, 
Washington, has always shown in a remarkable degree an 
earnestness to make its meetings worth while. But it 
was not until the September meeting of this year that it 
realized the result of its efforts. At that time it put on 
a program in the form of a detailed hospital analysis 
that held the enthusiasm of every member present until 
a very late hour in the evening and kept the hospital and 
Doctor George Downs, who conducted the meeting, busy 
all the next day receiving congratulations. 

The success of this meeting was due to a rearrange- 
ment of the ordinary procedure from clinics and papers to 
the analyzing of the hospital report. This report of the 
deaths, house infections, re-entries, patients who left the 
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hospital unimproved and so on was placed on a black- 
board in the doctors’ assembly hall, instead of being read 
to the staff as had previously been done. The advantage 
here was that the report stood before the men the entire 
evening and they had time to consider it from every point 
of view, whereas, in the former arrangement it was for- 
gotten after one or two cases had been discussed. 

The chairman of the record department, Doctor 
George Downs, read the cases from the board one by one. 
As the cases were called the record keeper, Miss Doris 
Philipp, was askéd to read the summary ecard. The sum- 
mary card gave the reason for the patient coming to the 
hospital; the diagnosis on which the treatment was based; 
the important points in the treatment; the pathological 
report; the complications and condition on discharge. The 
name of the patient and that of the doctor did not appear 
on this card nor were they disclosed at all unless the 
doctor was present and wished to discuss his own case. 
The attending physician was then given his actual re- 
cord to talk from. 

This is a wonderful help towards securing more com- 
plete records; more detailed information about the case; 
better physical findings and clearer progress notes. It 
was very amusing to the doctors themselves to listen to 
the physical findings of some of their own cases, and while 
they took it in a spirit of good fellowship, still they felt 
that they must be more careful as to what appeared on 
their records in the future. On the other hand, doctors 
who write good records enjoyed the satisfaction of pro- 
ducing them. 

If the doctor whose case was under discussion was 
not present and the summary card did not answer the 
questions put by the staff; the record was not brought 
out, but the Doctor was invited to be present at the next 
meeting for the purpose of explaining the difficulty. This 
was done in a friendly way and the Doctor was not made 
to fee! that it was going to end in anything disagree- 
able. Several such men were at the October meeting for 
this purpose and they responded very graciously and 
succeeded in clearing up the points that did not satisfy 
the members of the staff at the previous meeting. 

That these discussions may be open and freely en- 
tered into, there is ng obligation for any doctor present 
to recognize his case publicly before the Staff. No one 
but the record keeper knows to whom the case under dis- 
cussion belongs, but thus far the men have volunteered 
to discuss their cases as they were read and invited the 
other members of the staff to do so freely with them. 
This gives every member a chance to talk and it becomes 
very instructive to all present. 

Tt is very gratifying to one who has witnessed the 
different stages through which these meetings have passed 
and most satisfying to see the men meet; break down 
all barriers; talk about their work in perfect harmony, 
which only a short time ago it seemed to be the point at 
which it was impossible to arrive. 

ADOPT CONSTITUTION AND BY-LAWS. 

The Sisters of Charity in charge of Providence Hos- 
pital, Wallace, Idaho, have recently adopted a constitu- 
tion and by-laws for the staff of the hospital. Sister M. 
Telesphore, Superintendent of the Hospital, sends the 
following copy of the constitution to Hosprrat Procress. 
Constitutions, By-Laws and Rules of the Staff of Provi- 

dence Hospital, Wallace, Idaho. 

I. Name. The name of this organization shall be 
“The Medical Staff of Providence Hospital.” 

TI. Aims. The aims of this organizaton are to se- 
eure and maintain high standards of Medical efficiency, 
thereby promoting to the maximum the welfare of the 
patients, students and nurses coming under its influence, 
to aid in the scientific advancement of its members and 
to conform to the requirements of the committee of hos- 
pital Standardization and classification. 

Ill. Staff. The Staff consist of four or five mem- 
bers or other members as elected by the Staff. 
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IV. Duties. The duties of the Staff shall comprise 
the general direction of the organization. It shall pass 
on qualifications of the applicants for membership on the 
Staff, it shall provide for the organization of the various 
departments and shall appoint officers thereof, subject, 
however, to the approval of the Hospital Management 
and Staff. 

V. Annual Meeting. The annual meeting of the 
Staff of Providence Hospital shall be held in September 
at 8:30 P. M. at which meeting the reports of the year 
will be given and the members of the Staff be elected for 
ensuing year. 

VI. Monthly Meeting. The Staff shall hold a 
monthly meeting for scientific discussion and the consid- 
eration of case records, and for such business as may be 
properly brought before it. 

VII. Visiting Physicians not members of the staff 
must receive the approval of the Staff before their pa- 
tients are admitted. Im ease of emergency, however, 
temporary permission may be granted by the Hospital 
Management. 

VIII. All Physicians having patients in Providence 
Hospital will be bound by the rules and code of the Hos- 
pital and the code of the American Medical Association. 
Any criticism by any member of the Staff in regard to 
the treatment accorded to the patient or patients in the 
Hospital, or any criticism that may come to his knowledge 
from any source, that he may deem valid, shall be reported 
to the Sister in charge, or to the Sister Superior of the 
Hospital. 

Rules Governing Staff of Providence Hospital, Wallace, 
Idaho. 

1. All specimens removed from patients by operat- 
ing procedure shal] be sent to the Hospital Laboratory 
for examination and upon completion of same, returned 
to the patient if requested. 

2. All orders and prescriptions shall be in writing 
and the physician giving same shall affix signature there- 
to. 

3. Surgeons must insist that their patients enter 
Hospital at least 24 hours previous to Major operations. 

4. No surgical operations, except in case of emer- 
gency, shall be performed without the consent of the pa- 
tient or his legal representative. 

5. No Physician or Surgeon wishing to practice at 
Providence Hospital shall be permitted to do so until he 
has subscribed to the following principle. 

“T agree that I shall not engage in the division of 
fees under any guise whatever. By this principle I un- 
derstand that I am not to collect fees for others referr- 
ing to me, nor to permit others to collect fees for me, nor 
to make joint fees with physicians or surgeons referring 
patients to me for operations or consultations, nor know- 
ingly permit any agent or associate of mine to do so.” 

6. All members of the Staff and all visiting physi- 
cians and Surgeons will be required to see that permanent 
record of théir cases is on file in hospital. This shall 
cover the following points: (a) Family history, (b) Per- 
sonal (past) h'story, (ce) Description of the complaint 
and symptoms, (d) Personal physical findings. Histories 
of patients should be written as early as possible after 
patient’s entrance to the hospital. 

7. A tentat've diagnosis and a complete history in 
writing must accompany the patient to the operating room 
and no operation shall be performed unless: this rule is 
complied with, except in case of emergency. 

8. A summary ecard is also to be completed by the 
physician upon the patient’s discharge. 


' A CORRECTION. 

The article on Malaria Simulating Typhoid Fever in 
the February issue of HOSPITAL PROGRESS, was writ- 
ten by Dr. S. Bauch, house physieian, St. Joseph’s Hos- 
pital, San Francisco, California. 
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COLUMBUS HOSPITAL SCHOOL OF NURSING 
REORGANIZED. 


The Columbus Hospital School of Nursing, Great 
Falls, Montana, has been entirely recognized within the 
last few months. Sister Remi R. N., under whose man- 
agement the school achieved so much success some years 
ago, has resumed her former position as superintendent 
and Sister Mary R. N., has been appointed full-time in- 
structor. 

The curriculum has been entirely revised to allow 
ample time for lectures, classes, study periods, bedside 
nursing and recreation. All this has been carefully 
planned by the Sisters with a view to giving the student 
opportunity for growth and development, as well as to 
meet the requirements of the State Board of Montana. 

High standards for entrance to training schools for 
nurses are being urged by leaders in the profess‘on, but 
the methods of teaching used in the school of nursing are 
not so often questioned. Yet, to get results we know that 
the incoming knowledge must be linked up with the know]- 
edge already acquired, and to secure this correlat‘on the 
proper kind of teaching must be considered. Until the 
teaching used in schools of nursing is thought of in terms 
of methods rather than in terms of subjects covered, the 
entrance requirements will fall short of raising the stand- 
ards of the profession. 

The Columbus Hospital School of Nursing has given 
special attention to modern methods of teaching, and 
to keep up the interest of the student various types of 
teaching are used: The recitation lesson is most com- 
monly used to test the student’s memory for facts; to 
reveal her knowledge of the subject; to know the stu- 
dent’s ability to give the substance of the assignment in 
an orderly way, and to develop power to stand on her 
feet and talk on a question for some minutes. 

The recitation is combined with, the lecture method, 
on the part of the teacher, to clear up difficulties; to ex- 
plain assignments or to deepen the impression. To chal- 
lenge the attention of the whole class, the last ten min- 
utes of the period is reserved for a quiz; at least once a 
week a written test is given to each class to afford the 
student the opportunity to express her thoughts intelli- 
gently, rapidly and neatly on paper. To inspire the stu- 
dent with high ideals and a broad vision of the possibil- 
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ities of her future work, an appreciation lesson is given 
from time to time in history of nursing, nursing ethics 
and discussion on topics of current interest in the nurs- 
ing world. A supervised study period is provided and 
to prepare the student for the study hour, a lesson, on 
how to study, becomes a part of the program on different 
days. This is a very useful addition to the outline of 
theoretical work, as so few of the subjects entering our 
schools of nursing know how to master a lesson alone. 
The demonstration lesson is used to develop skill in the 
practice of nursing and it also provides a means for the 
carrying of theory over into the field of practice; there- 
by, proving its value when worked out in actual exper 
ience. 

Sister Remi and Sister Mary have had special pre- 
paration for teaching in schools of nursing and under 
the present arrangement are securing splendid results. 

THE PLEDGE OF THE I. T. S. NURSE. 

(Illinois Training School.) 

It means: (1) Purity of life. The nurse is an ange! 
among the suffering children of man; pure in deeds, purer 
in thoughts. 

(2) Care for the welfare of stricken humanity. Sh 
alleviates the pains of the body; she knows too how to 
soothe the sufferings of the soul, making a prudent us 
of the powerful means given by religion. This solicitud 
gains confidence, but confidence imposes sacred silenc 
regarding the troubles and crosses of private life. 

(3) Loyalty to the medical profession, of whom she 
is the faithful helper. 

In a word “True” is her motto. “She is true to her- 
self, true to be her fellowmen, true to the physician for 
sake of God of whom she is the handmaid. 

This pledge finds a true expression in the colors o! 
the school. I see the White stripes in a Purple field. 
The white is the sign of purity, while the purple means 
superiority and nobility. Exalted are her views, noble is 
her ambition. She acts, doing her best, doing better 
every. day. But purple is the blending of red and blue. 
Red is the emblem of sacrifice and blue reminds the mod- 
esty of the violet. Therefore the I. T. S. nurse is simple 
in her ways, unassuming in her manner, knowing well 
that her choice in life means to sacrifice her likings and 
commodities. 
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This is the Florence Nightimgale Pledge. Let it tind 
an expression in the heart and in the deeds of every I. T. 
S. nurse. 


THE ORDER BOOK VERSUS THE ORDER SHEET. 
Sister M. 

Those who have realized the advantages of the old 
fashioned order book will be loath to accept without 
question, or without constructive criticism, the follow- 
ing paragraph appearing in an article in the February 
1921 issue of Hosprtat Progress: 

“The order sheet is part of the record. The so called 
order book is convenient but is otherwise without merit.” 

This is, I believe, the point of view of a doctor or a 
record-keeper; I feel sure it is not that of the average 
head nurse. 

There is no doubt but that the doctor’s order is of 
great importance as an integral part of the patient’s chart, 
but of paramount importance, it seems to me, is the estab- 
lishment of a system whereby there will be a minimum of 
neglect, or rather, no neglect at all, in the carrying out 
of these orders. 

Any method, therefore, that leaves loopholes for mis- 
takes is not an adequate substitute for the present meth- 
od. 

My experience in various hospitals leads me to the 
belief that where orders are recorded in a book and sys- 
tematically checked off with the initials of the nurse ful- 
filling the order, and a notation of the time, there is less 
confusion; also less possibility of mistake, less delay, and 
more opportunity on the part of the head nurse to keep 
in touch with her floor. 

It is with a very pleasant sense of system and order 
that I recall the technique practised by the Sisters in 
Mercy Hospital, Chicago, during my training school days. 

Every evening the day nurses and night nurse of 
each floor were assembled around the desk of the head 
sister. With the order book before her, the Sister listened 
to the nurses in turn as they reported the condition of 
each patient. Final inspection of the book revealed at 
once any discrepancy or over-sight as well as any new 
orders for the night nurse. 

I understand that the single objection to the order 
book is that the orders can not be transferred to the pa- 
tient’s record for future reference. - 

It is my purpose in the present paper, to show how 
this objection may be over-ruled; and why the order sheet 
is not a satisfactory substitute for the order book. 

Under the order sheet system there is manifestly more 
opportunity for neglect, and less facility for watchfulness 
by the head nurse. 

T have had the chance to observe the order sheet meth- 
od in operation, and I am impressed with the repeated 
complaints that “orders are not carried out.” My sym- 
pathies are entirely with the head sister, however for she 
is unable to keep track of the thirty charts that are being 
constantly pulled out of the chart-holder and pushed back 
into it. 

To keep one’s self informed of affairs, under such dis- 
orderly conditions, would be quite impossible for any one. 

It is, therefore, with a very earnest wish to cooperate, 
with the doctors who are developing the idea of a com- 
plete chart, that I offer the following for consideration: 

Were order books made like bank check-books, with 
perforated sheets, these could be torn out after the ful- 
fillment of an order, and attached to the patient’s chart, 
the stub having been, at the same time. signed by the 
Doctor with his name and that of the patient. 

The order itself should be copied by the nurse, upon 
the stub, as soon as she has fulfilled it (if it be a tempor- 
ary order) or as soon as she has made a note of it on the 
medicine list or the treatment list (should it be a stand- 
ing order). 
to the book to discover at a glance any new or unfulfilled 

This would make it possible for any one referring 
order; and at the end of the day there should be in the 
. book only the orders for the night-nurse. 
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FACSIMILE OF ORDER BOOK. 


ummary. 
1. The order book is convenient but otherwise with- 
out merit. 
2. It is difficult by means of the order sheet only 
(at least where there are a number of charts) to keep 
track of the doctor’s orders. 
8. By using a perforated order book both these ob- 


jections can be obviated. 


A COURSE OF STUDY FOR NURSES’ TRAINING 
SCHOOLS. 

The following course of study is contributed to HOS- 
PITAL PROGRESS by Sister M. William, C. C. V. L., San 
Antonio, Tex. It is in uniform use in the following five 
hospitals: 

Santa Rosa Infirmary, San Antonio, Texas; St. 
Joseph’s Infirmary, Fort Worth, Texas; St. Joseph’s In- 
firmary, Paris, Texas; St. John’s Sanitarium, San Angelo, 
Texas; St. Anthony’s Sanitarium, Amarillo, Texas. 


PRELIMINARY COURSE 
Time—12 weeks. 
Theory. 
1. Ethics— 
(a) First Year Nursing—Goodnow’s. 
(b) Talks to Nurses—Spalding—Ch. I-II-VI-VIII. 
2. Nursing— 
(a) Care of Rooms. 
(b) Care of Ward—(1) Cleanliness, (2) Order, 
(3) Economy, (4) Hygiene—18 Class Hours. 
Ward Management— 
(1) Bed Making. 
(2) Bed Patients. 
(3) Bed Sores. 
(4) Beds—(a) Type, (b) Size, (c) Bedding, (d) 
Changing, (e) Operative, (f) Fracture, (g) 
Rests, (h) Cradles, (i) Cleansing, (j) Disin- 
fecting, (k) Substitutes for Appliances, (1) 
Care of Appliances. 
Patient. 
Reception. 
Appearance. 
Studying. 
Undressing. 


Clothing. 
Convalesent. 
Chair. 
Bed. 
) Preparation for Examination. 
(m) Feeding the Helpless. 
Clinical Thermometer. 
(a) Use. 
(b) Care. 
(c) Temperature. 
(d) Pulse. 
(e) Respiration. 
Rooms— 
(a) Patients. 
(b) Bath. 
(c) Linen. 
(d) Chart. 














Baths— 

(a) Hot. 

(b) Cold. 

(c) Tub. 

(d) Foot. 

(e) Sponge. 
Medicine— 

(a) Administration. 

(b) Precaution. 

(c) Care. 

(d) Symbols. 

(e) Abbreviations. 

(f) Safe. 
Applications— 

(a) Hot. 


(c) Counter-irritants. 

(d) Fomentations. 

(e) Compresses. 
Hypodermic— 

Set. 

Technique. 

Injection. 
Enemata—Douches Specimens— 

(a) Cleansing. 

(b) Laxative. 

(c) Nutritive. 
Rubber Goods— 

(a) Care. 

(b) Use. 
(a) Sheeting. 
(b) Ice Bags. 
(c) Hot Water Bags. 
(d) Coils. 
(e) Rings. 
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GRADUATES OF THE ST. ELIZABETH’S HOSPITAL TRAINING SCHOOL, YOUNGSTOWN, OHIO. 


CLASS OF 1921. 
IIT. 


IV. 


Charts— 
(a) Practice in Printing. Goodnow’s, Ch. XII. 
Class Hours 6. 
(b) Keeping. 
Meals— 
(a) Preparing Patient for—Gocdnow’s, Ch. IV. 
(b) Classification of Food—Pattee, Ch. IV-V. Class 
Hours 12. 


V. Hygiene—Mclsaac, Ch. VII and VIII. Class Hours 6. 


VI. 
VII. 


VII. 


IX. 


(a) Personal. 

(b) Household. 

(a) Physiology of Digestion—Pibe, Ch. I-II. 

(b) Hygiene of the Gastro-intestinal Tract. 

(c) Anatomy and Physiology. 

(d) Bathing—Clothing—Care of the Hair. 

(e) Sick Room—Paul, Ch. II. 
Materia Medica—Stimson. Class Hours 18. 

Drugs and Solutions. 

Bacteriology—MclIsaac, Ch. I-II-III-IV-V. 

(a) Discovery of Bacteria. 

(b) Mode of Development and Composition of 

Bacteria. 
(c) Methods of Studying Bacteria. 
(d) The effects of Physical and Chemical agents 
upon Bacteria. 

(e) Disinfection of Infective Material. 

Household Economy — Goodnow’s, Ch. II. Class 
Hours 6. 

(a) Servants. 

(b) Rooms. 

(c) Furniture. 

(d) Utensils. 

(e) Food—Pattee, Ch. VII. 
Anatomy and Physiology—Kimber, Ch. I-IT-ITI-IV-V. 
Class Hours 18. 
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Definitions—Cavities of the Body. 
Cells—Tissues—Organs—Systems. 
Epithelial Tissues—Nerve Tissue. 
Connective Tissue. 

The Skeleton—Classification of the Bones—Divi- 
sions of the Skeleton—Bones of the Cranium— 
Bones of the Face. 

Trunk and Thorax. 

Bones of the Upper Extremities. 

Bones of the Lower Extremities. : 
The Digestive System, Ch. XIV—Alimentary 
Canal—Mouth—Pharynx—Esophagus. 
Stomach—Small and Large Intestines. 

Review. 

Demonstration. 


I. Bed Making—Medical and Surgical— 


(a) Unoccupied Bed. 
(b) Bed occupied by helpless patient. 


Preparation of Bed for post-operative nursing— 


(a) Laparotomy. 

(b) Head. 

(c) Leg and Arm. 

(d). Tonsillectomy. 
Bed Bath— 

(a) Cleansing Bath. 
(b) Temperature Bath. 
(c) Foot Bath. 

(d) Sitz. 


IV. Packs—Hot and Cold— 


(a) Wet. 
(b) Dry. 


Compresses Hot and Cold— 


(a) Eye. 
(b) Stupes. 
(c) Poultices. 


Catheterization— 


(a) Necessary Appliances. 

(b) Position of Patient. 

(c) Sterilization Required. 

(d) Procedure. 

Douches— 

(a) Vaginal. 

(b) External or Pitcher. 
High or Low. 

Enemata. 

(a) Position of Patient. 

(b) Preparation of Patient. 

(c) Proctoclysis. 

(d) Preparation and Sterilization of Appliances. 


IX. Lavage— 


(a) Appliances necessary. 
(b) Position of Patient. 
(c) Duties of Nurse. 


X. Examinations— 


(a) Position of Patient, and the arrangement of 
necessary articles for the called for examina- 
tion. 

Abdominal. 

Vaginal. 

(d) Rectal. 

(e) Limbs. 

(f) Duties of the Nurse. 


(b) 
(c) 


Dressings— 


(a) Appliances necessary. 

(b) Position and arrangement of Patient. 
(c) Duties of Nurse during procedure. 
(d) Removal of all articles when finished. 
Care of Perineal Stitches— 

(a) Necessary dressing. 

(b) Cleansing. 

(c) Dressing. 

Binders and Bandages— 

(a) Abdominal. 

(b) T. Binders. 

(c) Arm Sling. 

(d) Head Towel. 

Specimens— 

(a) Sterile receptacle required. 

(b) Urine. 

(c) Feces. 

(d) Sputum. 

(e) Vomitus. 


XV. Disinfection— 


(a) Excreta. 
(b) Utensils. 
(c) Linen. 
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XVI. 


XVII. 


XVIII. 


XIX. 


I, 


II. 


Il. 


IV. 


V. 


VI. 


(11) 
VII. 


(d) Rooms. 

Hypodermic Injection—Drugs or Serum— 

(a) Sterilization. 

(b) Preparation of Drug. 

(c) Preparation of Field. 

(d) Administration. 

Care of Rubber Goods— 

(a) Sheets. 

(b) Water Bottles. 

(c) Ice Bags and Coiis. 

(d) Tubing. 

Chart Keeping— 

(a) Arrangement of Sheets. 

(b) Record exactly condition regarding tempera- 
ture, pulse, respiration, sleep, nourishment. 

(c) Describe accurately abnormal! conditions—Pain, 
Nausea, Nervousness, Retention, or Suppres- 
sion of Urine. 

Serving Meals— 

(1) Arrangement of Trays. 

(2) Method of serving and preparing beverages— 
(a) Milk, hot and cold. 

(b) Malted milk, hot and cold. 
(c) Lemonade. 

(d) Egg Nog. 

(e) Orangeade. 

(f) Buttermilk. 

(g) Fruit Juices. 

(h) Broth. 

Junior Year—Class Work. 

First Term—October 4, 1920, to December 18, 1920. 

General Medical and Surgican Nursing. 

Goodnow’s First Year Nursing from Ch. XVI-XXIV. 
Hours 11. 

Reference Book—Paul—Fever Nursing. 

Ethics—Talks to Nurses—Spaulding, Ch. III-IV-V- 
VII-IX-X. Hours 5. y 

Hygiene—Mclsaac, Ch. II. 

(1) Food—Section—I-II. 

(2) Section—III. 

(3) Section—IV. 

(4) Section—IV Continued. 

Kimber’s Chapters. 

One Hour Weekly. 

Anatomy and Physiology. 

Joints and Articulations. ’ 

Muscular Tissues. 

Chief Muscles of Head, Face, Tongue and Neck. 

Muscles of the Abdomen and Upper Extremities. 

Muscles of the Lower Extremities. 

Summary. 

Summary. 

Pancreas, Liver. 

Summary. 

Bacteriology—MclIsaac, Ch. IV-V-VI-VII. 

(1) The Effects of Bacterial Browth. 

(2) Immunity. 

(3) Phagocytosis. 

(4) Inflammation. 

(5) Pneumonia. 

Materia Medica. 

Drugs and Solutions—Stimson. Hours 11. 

Common Preparation of Drugs. 

Common Methods of Supplying Drugs. 

Considerations for the Modifications of Drugs. 

Tables of Metric System. 

Tables of Weights, Measures and Solutions, Rules 

for Solutions with Examples. 

Practical Classification of Drugs, Antidotes. 

Common formulae. 

Antitoxins, Vaccines, Sera. 

Acids. 

Alkalies. 

Digestants. 

Review. 

Dietetics. 
Hours 11. 
Principles of Nutrition and Food Preparation. 
Ch. IT-ITI-IV-VII. 
(I) Nutrition— 
(1) Digestion, Absorption. 
(2) Metabolism, Excretion. 

(II) Feod Values— 

(a) The Balance of Energy and Nitrogen Equi- 
librium. 

(b) The Energy Value of Food. 


Hours 5. 


Ch. XIV Continued. 


Hours 6. 











(c) Energy requirements of the Body. 
(d) Table showing the Nutritive Value of Food 
according to Individual Serving. 
(III) Feeding the Sick— 
(a) General Rules. 
(b) Feeding in Acute Diseases. 
(c) Formulae for Rectal Feeding. 
(IV) Weights and Measures— 
(a) Table for Measures and weights. 
(b) Apothecaries’ Weight Approximate Measures. 
(c) Metric System. 
(d) Measures of Volume. 
(e) Thermometory. 
Demonstrations from Preliminary Course. 
Junior Year—Class Work. 
Second Term. 
January 5, 1921, to April 18, 1921. 
I. Medical Nursing. 
Paul—Ch. I-IV-V-VI-VII-VIII-IX-X-XI—Hours 12. 
(1) Fever in General. 
Reduction in Fever. 
Child Hygiene. 
Alleviation of Symptoms. 
Detection of Complications Continued. 
Typhoid Fever. 
Smallpox. 
Scarlet Fever. 
Review. 
II. Anatomy and Physiology. 
Kimber’s—Ch. VIII-[IX-X—Hours 11. 
I. Membrane— 
(a) Classification. 
(b) Serous. 
(c) Synovial. 
(d) Mucous. 
(e) Cutaneous. 
II. Glands— 
(a) Classification. 
(b) Secretions. 
III. Summary. 
IV. Vascular System— 
1. The Blood. 
2. Clotting of Blood. 
3. Lymph and Summary. 
4. Heart. 
5. Arteries, Capillaries, Veins. 
6. Lymphatics. 
7. Summary. 
8. Review. 
III. Urinalysis. 
Marquardt—Hours 15. 
Study of Normal Urine: 
Quantity, Color, Turbidity, Odor, Reaction. 
Study of Abnormal Urine: 
Condition producing changes 
Quantity, Specific Gravity. 
Chemical Test For: 
Sugar, Albumen, Bile, Indican, Acetone. 
Microscopic Test For: 
Crystals, Pus, Casts, Bacteria. 
Materia Medica. 
Blumgarten—Part I, Ch. I-II-ITI-IV-V—Hours 15. 
Introduction. 
Classification of Drugs. 
System of Weights and Measures. 
Solutions. 
The Preparation of Doses. 
Administration of Medicine. 
Administration of Various Remedies. 
Administration of General or Systemic Effects. 
Methods of Administration of Common Remedies. 
(10) Administration by Inhalation, Inunction, Vapor. 
V. Surgical Nursing. 
Modern Methods, 
Sanders—Ch. XIV-XV-XVI—Hours 15. 


in Composition, 


IV. 


(1) Principles governing Technique. Duties of Sterile 
and Unsterile Nurses. Technique in Preparation 
of the skin, Surgical Nursing. 

(2) Hypodermoclysis: Intravenous, Infusion, Blood 
culture, Transfusion. 

(3) Minor Surgical Procedures: 

(4) The Operating Room. 

(5) Duties of Nurse, Operation in the Patient’s Home, 
the care of the Operative Cases. 

(6) Preparation of the patient, Etherization, Im- 


mediate care after Operation. 
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AT THE PICNIC. 
STUDENT NURSES OF ST. JOSEPH’S HOSPITAL, MEMPHIS, 


TENN., ENJOY A PICNIC AT DR. E. E 
FARM WOODS. 
(7) Abdominal Section. 
(8) Eye, Tracheotomy, Shock. 
(9) Hemorrhage. 
(10) Hemorrhage Continued. 
Practical Demonstrations in Dietetics. 
Hours 30. 
(To be Concluded) 
LECTURE COURSE IN THE NURSES’ TRAINING 
SCHOOL OF THE MEAGHER MEMORIAL 
HOSPITAL, TEXARKANA. 
1921-1922. 
Dr. J. K. Smith. Monday—7 to 8 p. m. 
to December. 
Anatomy—Skeleton, articulation, structural elements, 
muscles, nervous system, regional anatomy. 
Dr. R. R. Dale. Friday—6 to 7 p. m. 
January. 
Physiology—Blood circulation, respiration, digestion, 


HAYNES'’S 


VI. 


September 


September to 


renal excretions, nutrition, excretions, muscular move- 
ment, animal heat, the senses, etc. 
Dr. R. L. Grant. Tuesday—1:30 to 2:30 p. m. Sep- 


tember to January. 

Hygiene and Sanitation—Infections and preventable 
diseases, food, ventilation and heating, disposal of sewage, 
disinfectants, relation of insects to human diseases, per- 
sonal hygiene and hygiene of the sick room. 

Dr. J. T. Robinson. Wednesday—7 to 8 p. m. Septem- 
ber to January. 

Elementary Materia Medica—Definition of techinal 
terms, metric and apothecary systems of weights and 
measures, deviation and action of dose, frequently-used 
drugs. 

Dr. J. A. Lightfcot. 
ber to January. 

Ethics of Nursing. The nurse in her new environ- 
ment, the nurse herself, expression of personality, con- 
duct on duty, tact and imagination, ethics in every day 
routine, discipline of daily living, manner, temperament 
and friendship. 

Sister M. DePazzi, R. N. Days selected. 

First Year Nursing. Description of ward and sick 
room furniture, clothing for bed patients and convales- 
cents, care of supplies, bed and bed making, admission of 
patient’s pulse.and respiration, method of taking tempera- 
ture, keeping of records, temperature of the various baths. 

Dr. R. R. Spearman—4 hours. 

Care of the teeth. 

Intermediate Class. 

Dr. J. K. Smith. Thursday—7 to 8 p. m. 
to January. 

Surgery—Covering the principles of aseptic and Anti- 
septic surgery, operating room technique, preparation and 
post-operative treatment. 


Thursday—7 to 8 p.m. Septem- 


September 
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Dr. R. R. Daly. 
May. 

Advanced Physiology—Blood, heart, movements of 
heart, blood vessels, respiration, digestion, lymph, chyle, 
chyme, food, functions of the skin, animal heat, urine, 
muscular movements, the senses. 

Dr. R. L. Grant. Friday—7 to 8 p.m. February to 
May. hé 

Obstetrics—Signs and symptoms of pregnancy, man- 
agement of the normal labor, management of the puper- 
peral state, treatment of complications occurring during 
labor, treatment of complications following labor, instru- 
ment deliveries, abnormal pregnancies, care of premature 
infants. 

Dr. B. C. Middleton. 
uary to April. 

Nursing in the acute fevers. 

Dr. J. T. Robinson—Thursday—6 to 7 p.m. January 
to March. 

Advanced Materia, Medica and Toxicology—Classifi- 
cation of drugs, physiological action, incidental effects of 
drugs, symptoms and antidotes. 

Dr. J. N. White. Friday—7 to 8 p. m. January to 
May. 

Theoretical Dietetics— Composition of foods, the 
course and system of diets, caloric value of foods, regula- 
tions of food to the requirements of the body, preparation 
of food for the sick. 

Dr. J. T. Robinson. 
ber to May. 

Bacteriology. 

Sister M. De Pazzi, R. N. Days selected. 

Chemistry—Inorganic and organic chemistry of chemi- 
cal reactions and moecular structure, also the chemical 
properties of the principal elements and compounds. 

Sister Superintendent. Days selected. 

Practical Dietetics—Classification of foods, care of 
foods, cooking of foods, serving of foods, tray setting, 
management of liquid diets, modification of milk. 

Sister M. de Pazzi, R. N. Days selected. 

Massage—Demonstration of methods, friction, petris- 
sage, tapo tement, effleurage, effects of massage, contra- 
indications, general rules to be observed in giving massage. 


Monday—2 to 3 p. m. January to 


Wednesday—7 to 8 p. m. Jan- 


Tuesday—7 to 8 p. m. Septem- 


Senior Class. 

Dr. J. K. Smith. 14 hours. 

Surgical anatomy and venereal diseases. 

Dr. J. A. Lightfoot. 10 hours. 

Mental and nervous diseases and psychology. 

Dr. R. L. Grant. 10 hours. 

Gynecology—Anatomy and physiology of the female 
organs, general diseases of women, immediate and final 
preparation for operations and examinations, local treat- 
ment, how to avoid infection, general care of the gyne- 
cological patients. 

Dr. K. M. Kelly. 6 hours. 

Advanced Dietetics—Composition of foods course and 
system of diets, caloric value of foods, digestion, fuel 
values in food and body requirements. 

Dr. J. T. Robinson. 10 hours. 

Pediatrics—A course covering the diseases of chil- 
drens and infants and infant feeding. 

Dr. L. H. Lanier. Thursday—7 to 8 p.m. March to 
May. 

Eye, ear, nose and throat, anatomy and physiology of 
the special sense, the diseases and general principles of 
treatment and common operative measures. 


Dr. B. C. Middleton. 12 hours. 

Dermatology—The cause and treatment of skin dis- 
eases. 

Dr. J. S. Moulten. 5 hours. - 

X-ray—History of X-ray, uses of X-ray, demonstra- 
tions, dangers of the X-ray. 

Sister M. Aidan, Ph. G. Days selected. 

Pharmacy and chemistry. 

Dr. A. E. Chambers. 4 hours. 

Care of the teeth. 


March. 
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“COME, FOLLOW ME.” 

“Since Thou has wished a sacrifice, O Lord, I give it 
willingly.” That living the life of a religious,—the giv- 
ing of one’s self entirely to the service of God, entails 
sacrifice is patent to all. It means “go sell what thou 
hast and give to the poor and come, follow me.” It means 
the giving up of country and home and all the pleasures 
and comforts that the world holds dear. It means days 
and years replete with unselfish labor and unremittent toil 
in the service of others for the love of God. Yet that is 
what our Lord wishes—“since Thou hast wished a sacri- 
fice’—of all those who are not otherwise externally im- 
peded. All but these the Saviour invites to a life of per- 
fection. His invitation “come, follow me,” is universal. 
Those invited form the rule. Those who cannot answer 
by reason of some external hindrance are the exceptions. 

“Tf thou wilt be perfect.” He leaves the rejection of 
his invitation, or its acceptation to our own free will,— 
to our own generosity and liberality of heart. The service 
given to God, therefore, by a religious is a free service. 
It is the answering of our own choosing, of our own accord 
God’s call. “I give it, willingly.” 

Now man was created to serve God here that he might 
attain external happiness hereafter,—and for no other 
purpose. The honor and glory which he gives to God 
differs from that which all other mundane creatures give 
him. For all other creatures glorify God necessarily, since 
they are by virtue of God’s omnipotent power; since they 
exist through the power of God. Existing, therefore, they 
manifest the power of God and insofar honor him. Which 
honor they cannot but give. 

Man, however, is endowed with an intellect and a free 
will,—an intellect that he might know God, recognize and 
value aright his dependence upon God;—a will that he 
might give to God the glory which this dependence re- 
quires. In such a manner that even though man knows 
his relation to God and that this relation demands his 
service and the giving of glory to the Creator,—yet he is 
free to give it, free to reject it as he chooses. To him who 
gives it freely, God has promised eternal life. To him 
who refuses it there remains but punishment. So that, 
since God gives sufficient grace to all, the final reward of 
heaven or the ultimate torments of hell is the choice of 
each individual soul. Which choice is evidenced by ser- 
vice or refusal to serve. Man knows the end. He knows 
the means and the way. His, also, is the will to do or not 
to do. “If thou wilt be saved, keep the commandments.” 
“Tf thou wilt not observe the law, depart into everlasting 
fire where there is weeping and gnashing of teeth.” 

Now the service rendered to God by one in the state 
of perfection is the greatest possible service. It is the ut- 
most that man can give for it is the giving, knowingly and 
willingly, one’s entire self to God. All that one has is 
God’s. All that one is is God’s. All that one ean do is 
God’s. It is the surrendering of all earthly possessions,— 
the renouncing of all corporal pleasures,—the giving up of 
one’s own free will. In poverty, in chastity, in obedience, 
the religious consecrates self to God. 

To maintain that this sacrifice is impossible or un- 
bearable to human nature is ignorance. Even our Lord 
termed his service a yoke—a burden. But he assures us 
that it is sweet and light. The Apostles “rejoiced that 
they were considered worthy to suffer something for the 
Master’s sake.” Personal acquaintance with those conse- 
crated to God proves that such are really the happiest 
people. To the world they who draw thus near to God 
have always seemed to act foolishly. But the foolishness 
of the world is true wisdom to God. Our Lord has 
promised and gives to them a peace of heart. which the 
world can neither give nor know nor understand. Joy 
and peace of soul in this life and happiness unspeakable 
in the next are theirs. If the giving of cold water in his 
name goes not unrewarded,—what will be the reward of 
those who give days and months and years of unceasing, 
untiring, loyal, faithful service to the Master. And to you 
He extends his invitation “Come, follow me.” And with 
you He pleads its acceptance. 

—Rev. J. Gatton, St. John’s Hospital, Springfield, Til. 











A CHRISTMAS VISIT TO THE CHATHAM HOTEL- 
DIEU HOSPITAL. 
James P. Waddleton. 

To many, a visit to a hospital is a most discomfort- 

ng and depressing incident. Holding this view to some 
extent the gentle voice of the Mother Superior of our 
“Hotel Dieu,” “Come and spend your Christmas Day in 
he hospital,” caused a little hesitation on the part of the 
riter before complying. I accepted however, and 
uly presented myself on Christmas morning at the com- 
nunity parlor, whence Mother Superior led the way 
hrough the passageway leading to the hospital. 

Vague misgivings of any enjoyment to be obtained 
ere uppermost in mind as we reached the basement en- 
rance to the hospital. A brighter prospect seemed in 
tore however,. for even here there was evidence that 
omething unusual was on, from the display. of Christmas 
ilecorations in the entire corridor. Passing along, the 
lifferent apartments were visited—the great heating ap- 
naratus, the different storage rooms, among them the 
procure, which name our escort said, was probably the 
French term for the storage of the staple articles of food. 
Here was seen enough to amply supply an ordinary family 
. whole year. 

We saw the dining room of the nurses in training. 
The table was set for dinner and decorated for the festival. 
At each plate was a place card, and a little basket of con- 
fections tied with a sprig of green. Further on, the din- 
ing rooms of the employees. male and female were reached 
and here also the same Christmas spirit was evident. _ 

Then we came to the kitchen, with two Sisters in 
charge and the'r helpers. It was not long from the din- 


ner hour and each one was on the alert, realizing that a. 


major part of the day’s celebration depended on them. 
The tempting odors of the savory dishes guaranteed a suc- 
cess from this quarter. 

A Travelling Christmas Tree. 

Following our escort, we were brought to the main 
floor of the building. Just as the head of the stairway 
was reached, we observed two of the Sisters wheeling a 
heavily-laden Christmas tree from room to room, for the 
benefit of the bed-ridden occupants. Going up and look- 
ing it over, we found that there was a present for every- 
body—from the medical staff down to the firemen and 
valets. All bore a suitable Christmas legend with the 
compliments of the “Ladies Aid Society,” through whose 
instrumentality the good cheer has been provided. This 
corridor from the main entrance, was artistically hung 
with festoons and roping in brilliant colors tied up with 
a large bell—altogether a pretty picture. 

On this floor is situated a hospital pharmacy. Enter- 
ing, the inevitable display of labeled bottles met the eye. 
as in every drug store. In marked coutrast to the usual 
drug store, however, was the absence of the odor of per- 
fume and other toilet preparations, which is often op- 
pressive; but considering the situation, we realized that 
it would be-about the last place to expect such things, as 
a demand for such commodities would hardly be found 
here. 

From a question by the visitor, it was learned that 
the doctors’ prescriptions for the hospital patients are 
filled here by two of the Sisters who are registered 
pharmacists. And it is frequently the case that orders 
from outside, are also received. 

On this floor there is an emergency operating room. 
where all minor surgery is practised, the main operating 
room being on the third fioor. Passing along the cor- 
ridor, a notice on one of the doors took the eve—“‘No- 
body allowed but near relatives.” “Dangerously sick” 
was the first thought, but the merry laugh of our escort 
disnelled this impression, and graciously saying, “We 
will overlook this notice for this occasion,” the door was 
opened. 

Christmas Baskets for Mothers. 

What met our view was a long row of what seemed 

low broad baskets with tags attached here and there along 
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the line. Taking a closer view, it was seen that the bas- 
kets having the tags contained something more than an 
inanimate bundle. Turning down a little spread a tiny 
babe was displayed, its days not more in number than 
the fingers of a hand. 

To account for this, it was learned that the mater 
nity ward was on this floor and this was the special room 
for the babes when not with their mothers. Hence the 
tag at the end of the baskets—or rather, little cots sus- 
pended on an iron framework the length of the room. In 
addition to the tags, which designated the bed or room 
of the mother, there was a similar number attached to 
the little arm by a rubber band. 

Why this precaution is necessary, is evident if a gen- 
eral mixup were to occur. Not to be outdone, each little 
tot seemed to have also imbibed the Christmas spirit, for 
to each one’s dress was fastened a tiny little paper stock- 


ing, with a medal attached thereto and bearing the 
legend—“My first Christmas Stocking”. Needless to 


say that the hearts of the mothers were gladened when 
the babes were brought to them on Christmas morning. 

Taking the elevator, which is one of the safety type, 
having no operator, but working automatically as the 
user desires, a landing was made on the second floor. 
Here the same kind of decoration met the eye and its 
large Christmas tree midway the corridor. A present 
was there for everyone on this floor from the invalids 
down to the attendants. This floor is exclusively for 
male patients. 

The next floor was much similar in every way—its 
decorations, tree and the same kindlv Christmas feeling. 

The elevator had landed us in the corridor near the 
main operating room. Entering the lobbv. doors seemed 
to lead everywhere. One led from the elevator to avoid 
the necessity of wheeling a patient through the corridor, 
another to the doctors’ preparation room with shower 
bath, uniform, lockers, wash basins ete.. and another to 
the operating room itself. 

A Distinguished Visitor. 

We listened with deep interest as the Sister in 
charge explained the care which the surgeons exercise in 
“scrubbing up.” after which their hands must not come 
in contact with anything that is not sterilized. Hence 
the swinging doors that are pushed by the forearm, the 
faucets that are not regulated in the usual way by finger 
and thumb, but by levers that are operated bv the knee. 

And the operating room! A flood of light from an 
immense plate glass window the full width of the room, 
almost blinded one. Everything seemed as clear and dis- 
tinct as in the open air. Incidentally. it may he noted 
that this room was regarded as » marvel by the Governor 
General, the Duke of Devonshire, when he visited the 
hospital declaring it the finest he had ever seen. His 
Excellency’s visit was not the usual formal survey, but a 
manifestation of genuine interest, visiting every patient 
then in the hospital. clasping their hand and inquiring 
their particular a‘lment. 
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Leaving the operating suite, we came out again in- 
to the main corridor and found that dinner was on, and 
what we had seen in preparation in the kitchen below, 
was being put into readiness for distribution. Sufficient 
food to meet the requirements of each floor is placed in 
containers in the kitchen, and goes by elevator to the dif- 
ferent floors, where the nurses and attendants do the 
carving, etc—in a sort of sub-kitchen on each floor. 
Everything is done so quickly that the food reaches the 
patient hot and steaming. 

Tempting Morsels of Food. 

Detaining one of the nurses a moment on her way, 
to observe the tray more closely, there was displayed a 
most tempting and inviting spread—steaming, juicy 
meats, dainty appetizing desserts. A little lighted candle 
tied with a sprig of holly stood in the center of the tray, 
a hand-painted placecard with its Christmas greeting 
just at the side. As the nurse proceeded to her patient, I 
mused, “if ever mortal were forced to eat, it will be the 
recipient of that tray.” Questioning our escort, we were 
informed that all the place-cards used for the day were 
painted by the Sisters of the Art Department of the Acad- 
emy. 
The special feature of this floor is the dainty little 
chapel, furnished and complete to the last detail, and don- 
ated by the late Bishop Barry. Father Sullivan, of the 
College Staff, had here celebrated his three Christmas 
Masses, and given Holy Communion to the patients able 
to receive. From this third floor a stairway leads to 
the sun parlor which is generally used by the convales 
cents. 

Surmounting the building, and just above the main 
entrance stands a heroic statue of St. Joseph, the patron 
of the hospital, which was donated by the Walsh Bros. At 
night an illuminated halo shines forth as a beacon light 
for miles around, welcoming all who suffer and assuring 
them of sympathy and relief. 

In taking leave. there was no hesitation this time in 
expressing admiration and delight for having spent the 
time in the hospital on Christmas Day. 
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This Department of the Magazine is intended for sub- 
scribers who have problems which trouble them. The edi- 
tors will reply to questions which they can answer and to 
other questions they will obtain replies from competent 
authorities. Letters must invariably be signed with the 
full name of the inquirer, not necessarily for publication, 
but as evidence of identity and good faith. The privilege 
of printing any reply is reserved. Address, Hospital 
Progress, 1212 Majestic Building, Milwaukee, Wis. 


Ethical Problems. 


whom should we send questions on 


112. Q:—To 
ethical subjects? 

A:—Rev. 
Arbor, Michigan, is Chairman of the Committee on Ethics, 
Catholic Hospital Association. 

Articles for Magazine. 

113. Q:—We are preparing an article on our hospital 
and wish it to be published in HOSPITAL PROGRESS, 
to whom should we address it? 

A:—To the Catholic Hospital Association, 1212 Ma- 
jestic Bldg., Milwaukee, Wis. This is also the editorial 
office of HOSPITAL PROGRESS. Remember that HOS- 
PITAL PROGRESS is the official magazine of the Catholic 
Hospital Association, hence all articles for the magazine 
have to pass through this office. 

Conference Reports. 

114. Q:—Why are the transactions of the confer- 
ences of the 1921 convention being published in detail in 
HOSPITAL PROGRESS? Some of us do not like the 


idea. 


M. P. Bourke, St. Joseph’s Sanitarium, Ann - 
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A:—You may not like the idea, but, believe us, we 
have not liked the labor of trying to get some order and 
meaning out of the massive stenographic reports. They 
have been published because of request and also because it 
was expected, at least by some, that they would be pub- 
lished. Our own opinion is that with all their faults, these 
published transactions contain much valuable information 
and interesting discussion; and in this opinion we are not 
alone. However, taking a broad view of the question, we 
believe it wisest to publish only the summary of such 
transactions. You can count on one vote to discontinue 
the present policy. 

Preservation of Specimens. 

115. Q:—TIn a hospital where all the pathological 
specimens are imbedded in paraffin, is it necessary to pre- 
serve the gross specimen, the paraffin block and the stained 
slides of each particular case, and for how long a time? 
This method seems to require a large amount of storage 
room for the specimens, and such room is not always 
available. In marking the slides, is a case number suf- 
ficient ? 

A:—You probably refer particularly to the gross 
specimens. These present a common difficulty, and this 
emphasizes the importance of an ample _ pathological 
museum in every hospital. It may be stated that all 
specimens are valuable—valuable at least for research and 
teaching. If you have not an ample museum, then the 
disposal of specimens is a question of careful judgment. 
All should be kept as long as possible and, when conditions 
make it imperative, the less important specimens may be 
removed. But no specimen should be disposed of before 
the doctor concerned has been consulted. He should be 
given the opportunity to add it to his personal museum, 
for the purpose of reference, study or research. In case 
the doctor has no use for a specimen, some medical schools 
gladly would receive it. Personally, we should be very 
grateful to the Sisters if they would supply us with speci- 
mens. We are developing a rathological museum in con- 
nection with our teaching work, and could make very good 
use of them. As regards “marking the slides,” we believe 
that more data than the “case number” should be used. 
The possibility of error should be guarded against. 

Reservations for Convention. 

116. Q:—To whom shall we apply for 
at the 1922 convention? 

A:—As vou mav have ohserved elsewhere in this is- 
use of HOSPITAL. PROGRESS, the 1922 convention is to 
be held in the Catholic University, Washington, D. C. 
Sisters and the clergy will make application directly to 
the University; doctors and nurses wiil be accommodated 
at the various-hotels. But. comnlete information on this 
point will be sent to you in due time. 


reservations 





A BIT OF HUMOR. 
In the Psychopathic Hospital. 

Doctor (to visitor): “I have examined your wife. I 
regret to tell you that her mind is completely gone.” 

Husband: “I am not one bit surprised. She has been 
giving me a piece of it every day for the last ten years.” 

From the Nursery. 

Little Willie (having been introduced by his mother 
to his new baby brother): “Mama, why does he not talk 
to me?” 

Mother: 
day old!” 

Willie: “But there have been babies who talked the 
very first day of their life.” 

Mother: “Impossible! How did you get this idea? 

Willie: “Last Sunday, when I was in Sunday-school, 
the teacher read from the bible: ‘And Job cursed the day 
he was born.’ ” 

This Is Almost Too Much. 

George Washington Rufus, a native of Georgia, has 
such a big mouth, that he is able to whisper into his own 
ear. And when he smiles, his smile is so broad that the 
corners of his mouth meet behind his neck, so that the 
attending nurse is afraid the upper half of his head might 
break off and roll on the floor. 

In the Office. 

Clerk (to the Irishman who is about to leave the hos- 
pital): “Now I will mark your bill ‘duly paid’.” 

Irishman: “No, you have got me wrong. 
Dooley. Just put down ‘Hennesy paid’.” 


“Why, child, how could he, being only one 


I ain’t 








